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ABSTRACT 
CASE STUDY OF A PEER HEALTH EDUCATION PROJECT 
IN AN URBAN HIGH SCHOOL 
(September 1985) 
Shirley Frances Barrow Carter, B.A., Assumption College 
Ed.M., Assumption College 
Ed.D., University of Massachusetts 
Directed by: Professor Byrd L. Jones 
This case study documented the development and 
evaluation of a peer health education project for 
adolescents in low-income neighborhoods in Worcester, 
Massachusetts. Three questions guided the design of the 
study: (1) What was the current status of health educa¬ 
tion programs in schools involving peer education? 
(2) What factors had affected existing conditions rela¬ 
tive to adolescent development, peer health education, 
and school change? (3) What should be in a practical, 
feasible peer health education program for Worcester? 
The needs motivating this study arose from urban 
youth from low-income neighborhoods having many health 
concerns that were not covered in typical health educa¬ 
tion programs. Secondly, during the past decade, the 
health field's understanding of health education had 
shifted from emphasis on public health measures and 
IV 
responsibility for prevention to life-styles and personal 
patterns of behavior with health consequences. For 
example, concern about regular exercise, and substance 
use or abuse replaced worry about smallpox immunization 
and quarantine regulations. Peer facilitation or coun¬ 
seling had proven useful for adolescent learning, 
especially in areas of personal choice and life-style 
issues. It directly addresses individual responsibility 
for adolescents. 
A peer support plan was devised and field tested, 
utilizing available low-cost resources such as existing 
role models, peer pressure, self-assessment tools, and 
training manuals developed by R. Myrick and T. Erney. 
The specific and unique outcome of the plan was a health 
education project with, for, and by young people which 
this researcher perceived had a greater likelihood of 
influencing and promoting healthy behavior and had poten¬ 
tial to reduce their unhealthy behaviors, especially use 
of tobacco. Utilizing student support in a health program 
encouraged relevance, credibility, and allowed program 
design to meet local needs and strengths. 
v 
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INTRODUCTION 
This case study addressed the need for relevant, 
economical, health education for adolescent Americans. 
Adolescence is becoming more stressful as evidenced by a 
high incidence of accidents, suicide, and homicide among 
teenagers. This study explored "youth-helping-youth" 
concepts within a school environment, through health 
curriculum and peer support. 
Social and economic factors alone no longer predict 
which children are at risk of premature death. Life-style 
and personal choice affect health more dramatically than 
finance or quality of medical care in contemporary United 
States. Peer pressures often influence adolescent health 
behavior as much as parents, media, or factual information— 
especially for tobacco, alcohol, and exercise. These trends 
make health and behavior critical issues to be addressed 
with adolescents who are struggling with new roles and 
ideas and have access to adult experiences without clear 
personal and family responsibilities. 
This dissertation consists of five chapters. The first 
chapter explains problems of health and health education 
for adolescents in an urban high school. The second 
chapter introduces approaches and alternatives to health 
education, including peer facilitation. It also includes 
1 
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research findings, perspectives of other authors in the 
field, and model programs for addressing significant 
health issues. A third chapter describes the method and 
steps taken to implement the North High School Peer 
Facilitation Project. The procedures, modifications, and 
limitations are discussed here. This chapter also includes 
instruments considered for use in evaluating the impact 
of a peer support health program and the details of the 
field study. Chapter four describes the subjects, what 
they did, and results of effectiveness inventories of 
children and others. The fifth chapter evaluates the 
project and its outcomes and concludes with some recom¬ 
mendations . 
CHAPTER I 
HEALTH ISSUES FOR HIGH SCHOOL STUDENTS 
AFFECTED BY LIFE-STYLE CHOICES 
^^olescent students in secondary school have unique 
social-emotional needs that most educational curricula 
fail to meet (Sorochan & Bender, 1978, p. 154). 
Sociologists agree that in addition to the customary 
personal problems of adolescents, there now exists broader 
"youth problems" (Deutsch, 1967, p. 12). 
Some educational and social problems appear unmanage¬ 
able, less because solutions are unavailable or unknown 
than because schools have not implemented potentially 
effective means for influencing behaviors among youth. 
For instance, adolescents smoke cigarettes and drink 
alcohol detrimental to their long-term health. Traditional 
health education programs and medical treatments have been 
mostly ineffective, but pilot programs of peer counseling/ 
facilitation have shown promising results (Williamson & 
Campbell, 1980). This case study documents the development 
and implementation of a peer facilitation project in an 
urban high school which conveyed health information, par¬ 
ticularly on smoking, to fifth and sixth grade students. 
This project incorporated current information on 
health issues for adolescents; current survey data on 
3 
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smoking and drinking among high school students in 
Worcester, Massachusetts; current research in peer facili¬ 
tation activities among high school students; information 
on self-esteem that linked health, life-style choices, 
peer facilitation, and behavioral changes; and a sense of 
behavioral regularities for individuals and school climate 
that make affirmative choices difficult. Reviews of other 
studies and documentation of this project emphasized prac¬ 
tical implementation of a well-founded, broadly-conceived 
informational and educational effort by adolescents with 
guidance from a health teacher and with minimal financial 
support. 
Although this project involved three years in schools 
in Worcester, Massachusetts, and was affected by particular 
circumstances of time and place, it was designed so that 
other teachers or schools might adopt and adapt the basic 
ideas. Each project will discover its own problems with 
personalities, consents, transportation, scheduling, 
recruitment, promotion, parental support, and individuali¬ 
zation. Any facility, however, can learn about processes 
and approaches to problem solving. 
Public schools in Worcester, Massachusetts, are 
meeting changing needs with reduced funding due to 
Massachusetts' Proposition 2J (1981), which magnified 
ordinary difficulties and increased demands for low-cost 
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educational alternatives. In an era of fiscal retrench¬ 
ment, any new program had to demonstrate how successful 
innovations could function without major new funds. Fiscal 
restraints also decreased the likelihood of new curricula 
development which required extra faculty time, additional 
courses, and after-school programs. 
Adolescent Health Needs 
Some sociologists conclude that in American society 
there is no incentive for youth to take part in social 
development. Many adolescents distrust adults and reject 
adult goals and contemporary social-political ideas which 
contain aims that cannot fulfill youthful emotional and 
intellectual needs (Deutsch, 1967, chap. 1). Modern 
America has also intensified and prolonged schooling, 
which effectively separates youth from the older genera¬ 
tion and prevents young people from having any direct 
influence on sociopolitical situations. 
What has evolved might be called an adolescent sub¬ 
culture; group formations of alienated adolescents who fear 
loneliness, seek self-identity, and indulge in sexual and 
immortality fantasies (Deutsch, 1967, p. 77). Starting 
as young as ten and extending to twenty-one, individual 
adolescents struggle to master developmental tasks (Noe s 
work cited in Sorochan & Bender, 1978): 
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1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
Achieving new and mature relations with 
age mates of both sexes. 
Achieving a masculine or feminine role. 
Accepting one's physique and using the 
body effectively. 
Achieving emotional independence of 
parents and other adults. 
Achieving assurance of economic inde¬ 
pendence . 
Selecting and preparing for an occupation. 
Preparing for marriage and family life. 
Developing intellectual skills and concepts 
necessary for civic competence. 
Desiring and achieving socially responsible 
behavior. 
Acquiring a set of values and ethical 
system as a guide to behavior. 
Mastering the above tasks is highlighted by 
sexual maturity, attaining adult size, struc¬ 
turing a self-identity, learning to cope with 
the problems of living, establishing social 
relationships, attaining emotional stability 
and clarifying values (Sorochan & Bender, 1978, 
p. 32). 
Adolescent health issues reflect life-style choices 
similar to adult Americans, except more pronounced because 
old age is not yet a factor. Such basic choices as 
exercise, smoking, body weight, and alcohol use directly 
increase risks of life-threatening diseases. Health 
risk appraisals, still in early stages of development, 
% 
are becoming promising educational tools for adults. 
7 
When considering race and sex, disease variations become 
evident. For example, currently, males more often dis¬ 
play habits that increase risks from heart disease and 
cancer. In the last ten years the lung cancer death rate 
of female smokers has doubled and may soon equal that of 
men (Feingold, L., 1985, June). Statistics show Black 
Americans at mid-life and beyond are more prone to hyper¬ 
tension (high blood pressure) which increases risks of 
heart trouble and stroke (Fuchs, 1974, p. 43). Adults' 
risk appraisals indicate how much one might gain from 
changing harmful habits. 
Leading causes of death among young Americans are 
accidents, suicide, and homicide, therefore current risk 
appraisals for the chronic/degenerative adult diseases 
are less useful for preventive or educational purposes 
to persons under twenty-five years of age. Young people 
whose life-style places them at high risk require other 
measures. 
When appraising youthful life-style factors one could 
use the same factors as those used for adults. One 
example is exercise. Some youths have become sedentary. 
This prompted fitness programs specifically targeting 
youth. Smoking is a youth issue involving both tobacco 
and marijuana. Tobacco sales promoters have also mar¬ 
keted plug tobacco and snuff for youthful customers. 
8 
Body weight, an adult risk factor for heart disease and 
diabetes, becomes a life-threatening issue for youth 
anorexia and bulemia victims. Alcohol, directly linked 
to diseases of the liver in adults, is a catalyst in 
youthful accidents that involve vehicles, drug interac¬ 
tions, dares, water mishaps, fires, and weaspons use. 
In addition to the adult life-style factors of pre¬ 
ventable diseases, sexuality involves further risks for 
youth. Young people are increasingly exposed to the same 
sexually transmitted diseases (STDs) as adults, but their 
risks are compounded by immature attitudes, immature 
bodies, and a lack of accurate or complete information. 
Sexually active pubescent females risk permanent damage 
to reproductive organs from infections like gonorrhea and 
risk severe organ and fetal damage in pregnancy. 
Developing sexual organs, both male and female, have 
shown alterations due to chronic use of drugs like THC 
(tetrahydrocannabinol), an ingredient of marijuana 
(Felice & Carolan, 1980). 
Victor R. Fuchs (1974) has emphasized economics and 
choice for considering individual well being and health 
care systems in the United States. In his book, Who Shall 
Live, Fuchs viewed American youth as being, on the whole, 
extremely healthy. His work pointed out a sex differen¬ 
tial in mortality in the United States. The cause of 
9 
death of youth ages 15-24 not only focused on males, but 
also highlighted differences associated with age and 
race. His findings, calculated from 1968 statistics 
from the Department of Health, Education and Welfare, 
cited leading causes of male, teenage death (white and 
non-white, respectively): motor accidents 807, 661; 
other accidents 310, 545; suicide 113, 82; neoplasms 
103, 82; homicide 75, 771; influenza and pneumonia 
29, 58; heart disease 28, 69 (see Table 1). All other 
causes accounted for fewer deaths: white males 1,690 
and non-white males 2,777. Fuchs considered 100,000 
American males age 15 and showed how many would die 
from selected causes and all causes before they reached 
age 25. He continued with figures showing the expected 
number of deaths 55 through 64. Heart disease, cancer, 
and stroke become the leading diseases for the older 
group. 
When Fuchs compared American mortality to other 
nations, he chose Sweden because of its good health and 
adequate data. At the 15-24 year age range, American 
death rates were 62 percent higher than Swedish rates. 
Violent deaths in the United States accounted for much 
of that difference. Motor accidents, for instance, 
killed two-and-one-half times more American than Swedish 
male youths. In the 34-44 age group, the United States 
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TABLE 1 
EXPECTED NUMBER OF DEATHS PER 100,000 
FROM AGES 15 THROUGH 24 
Nonwhite 
Cause of Death White Males Males 
Motor Accidents 807 661 
Other Accidents 310 545 
Suicide 113 82 
Neoplasms 103 82 
Homicide 75 771 
Influenza and Pneumonia 29 58 
Heart Diseases 28 69 
All Causes 1,690 2,777 
Note. From Who Shall Live (p. 41) by Victor R. Fuchs, 
New York: Basic Books. Copyright 1974 by Basic Books. 
Reprinted by permission. 
death rate for heart disease was still double the Swedish 
rate. Fuchs astutely inferred that the high mortality 
rate difference between the two countries has no connec¬ 
tion to the quality or quantity of medical care. 
The greatest potential for reducing death from the 
known killer diseases depended on altering personal 
11 
behaviors of average citizens, especially more exercise, 
weight control, and avoidance of drugs and cigarettes. 
Fuchs consistently addressed a need for people to make 
healthy choices based on available facts and perspectives. 
In less developed nations where individual health depends 
on public health measures such as sanitation and clean 
water, or immunization mandates or on income, heredity 
or environmental factors, the individuals can do little 
to influence their medical future. When health depends 
on aspects of choice, then education becomes especially 
useful. 
Massachusetts morbidity statistics paralleled 
national trends depicted by Fuchs (see Table 2). The 
Massachusetts Department of Public Health's 1980 Annual 
Report of Vital Statistics showed crude rates of deaths 
for each one thousand in Massachusetts to be slightly 
higher than the national rate for the years 1970, 1975, 
and 1980. The statistics for those three years for 
Massachusetts and the nation, respectively, are: 1970, 
10.0 and 9.4; in 1975, 9.2 and 8.9; in 1980, 9.6 and 8.9 
(Annual Report, 1980, p. 8). The leading causes of death 
by age group and sex indicate that Massachusetts males’ 
death rate is higher, again bearing out trends Fuchs 
noted in earlier findings. 
For youths in their early adolescence (10-14 years 
12 
old), leading causes of death in Massachusetts were: other 
accidents (19 males, 5 females); malignant neoplasms/ 
cancers (9 males, 9 females); motor vehicle accidents (11 
males, 5 females). For high school students 15-19 years 
old, the number one cause of death was motor vehicle 
accidents (140 males, 42 females); other accidents (34 
males, 12 females); malignant neoplasms/cancers (17 males, 
16 females); suicide (27 males, 3 females). In one year's 
TABLE 2 
LEADING CAUSES OF DEATH BY AGE GROUP AND SEX 
1980 
10-14 M F 15-19 M F 
other accidents 19 5 motor vehicle 
accidents 140 42 
malignant neoplasms 9 9 other accidents 34 12 
motor vehicle 
accidents 11 5 malignant neoplasms 17 16 
all other causes 22 18 suicide 27 3 
all other causes 53 33 
Note. From Annual Report of Vital Statistics (p. 74) by 
Commonwealth of Massachusetts, 1980, Boston: Department 
of Public Health. 
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time, the figures in Massachusetts show the changes 
depicted in Table 3. 
TABLE 3 
LEADING CAUSES OF DEATH BY AGE GROUP AND SEX 
1981 
10-14 M F 15-19 M F 
motor vehicle 
accidents 12 7 
motor vehicle 
accidents 113 36 
other accidents 13 4 other accidents 45 8 
malignant neoplasms 10 6 suicide 26 4 
all other causes 26 25 homicide 18 8 
all other causes 49 38 
Note. From Annual Report of Vital Statistics (P- 46) by 
Commonwealth of Massachusetts, 1981, Boston: Department 
of Public Health. 
In Massachusetts both heart disease and cancer 
accounted for a slightly higher percentage of adult 
deaths than in the nation as a whole. The percentage of 
deaths due to cancer has risen 4 percent in Massachusetts 
since 1970 (Annual Report, 1980, p. 35). In Massachusetts 
deaths of adults due to cancer rose by 4 percent yet the 
causes of death of youth between 15-19, malignant 
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neoplasms/cancers, were no longer the third leading cause 
of death. It was replaced with suicide, then homicide, 
then all other causes. 
In 1980—81 the Division of Preventive Medicine of 
the Massachusetts Department of Public Health investigated 
the prevalence of tobacco and alcohol use among students, 
ages 10-18 years of age. Assuming those substances had 
profoundly affected the public's health, and that preven¬ 
tion was easier than weaning adults away from alcohol 
and tobacco addictions, the Center for Disease Control 
funded about 140 Smoking and Alcohol Health Education/ 
Risk Reduction intervention projects. Four of the projects 
were in Massachusetts. The data base included approxi¬ 
mately 5,500 students in grades 5 through 12 during the 
1980-81 school year. Tables 4 and 5 (Lambert, 1981, 
pp. 6-16) summarize responses to survey questions and 
divulge distinct patterns. 
The early years of junior high school, ages 11, 12, 
13 (8th grade peak) were critical for initiation into 
smoking. Boys experimented earlier than girls. By 
sixth grade, 44 percent of boys and 32 percent of girls 
have smoked tobacco. Girls close the gap in seventh 
grade and by eighth lead boys 72 percent to 64 percent. 
By twelfth grade, over four-fifths have tried smoking. 
Eighth grade had the highest smoking population. After 
15 
TABLE 4 
EVER SMOKED BY GRADE AND SEX 
Grade 
MALE FEMALE TOTAL 
Prevalence No. Prevalence No. Prevalence No. 
5 28.8% 410 27.2% 349 28.1% 759 
6 44.0% 570 32.1% 536 38.2% 1106 
7 53.8% 429 47.2% 415 50.6% 844 
8 63.9% 656 71.6% 676 67.8% 1332 
9 64.5% 197 83.2% 214 74.2% 411 
10 71.7% 240 87.3% 267 79.9% 507 
11 81.9% 94 87.1% 101 84.6% 195 
12 83.1% 59 87.0% 54 85.0% 113 
TOTAL 2655 2612 5267 
Note. From "Prevalence of Tobacco and Alcohol Use Among 
Massachusetts Students, Ages 10-18" (p. 7) by C.A. Lambert, 
1980-81, Boston: Division of Preventive Medicine, 
Massachusetts Department of Public Health. Reprinted by 
permission. 
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TABLE 5 
EVER DRANK ALCOHOL BY GRADE AND SEX 
MALE FEMALE TOTAL 
Prevalence No. Prevalence No. Prevalence No. 
Grade 
5 59.7% 402 45.1% 344 52.9% 746 
6 73.3% 509 61.3% 494 67.4% 1003 
7 76.3% 426 68.1% 414 72.3% 804 
8 87.0% 462 81.2% 474 84.1% 936 
9 91.0% 346 92.5% 374 91.8% 720 
10 96.6% 118 95.4% 108 96.0% 226 
11 99.4% 172 96.3% 188 97.8% 360 
12 98.3% 59 98.1% 54 98.2% 113 
TOTAL 2494 2450 4944 
Note. From "Prevalence of Tobacco and Alcohol Use Among 
Massachusetts Students, Ages 10-18" (p. 11) by C.A. Lambert, 
1980-81, Boston: Division of Preventive Medicine, 
Massachusetts Department of Public Health. Reprinted by 
permission. 
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that grade level, many Massachusetts children enter private, 
technical/trade, parochial, and other non-public systems. 
At North High School in Worcester, Massachusetts, attrition 
is greatest in the eleventh and twelfth grades when students 
reach the statutory age, sixteen. This may apply at other 
schools and explain the low numbers. 
Few students smoked regularly, yet eighth graders 
approximated adult prevalence rates of 33 percent. By 
tenth grade, nearly 53 percent of girls had smoked 
regularly within the past month. Regular, addicted smoking 
involves a minority of students in schools, less than one 
in twenty before tenth grade. For young women, almost 
one in ten reported heavy, regular smoking, more than twice 
the rate for males. 
In Table 5, students' self-reported drinking patterns 
at the high school level showed boys and girls roughly 
equal. In early grades, boys surpassed girls. Elementary 
school, rather than middle/junior high was indicated for 
initiating prevention models, differing from indications 
for smoking intervention. The low numbers of twelfth 
graders reporting might reflect the attrition of students 
sixteen and above. 
Lambert's figures showed drinking prevalence high 
in the twelfth grade (91.4% males, 86.8% females), yet 
all consumption at this age would be illegal in 
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Massachusetts. His survey results (Lambert, 1980-81, 
pp. 6-16) also disclosed male/female student patterns of 
weekly alcohol consumption were replications of adult 
heavy drinking patterns (Lambert, p. 5). Heavy drinking 
patterns placed adults and students at risk for developing 
alcoholism which is recognized as a "family” disease 
affecting every part of the abuser's life (Felice & 
Carolan, p. 83). 
Students whose families were companions during their 
first drink showed a lower rate of drinking than those who 
initiated with friends (Lambert, 1980—81). The relatively 
higher consumption rate of those students who began 
drinking with friends confirms the powerful effect of peer 
influence with heavy drinking patterns in youth. 
Although boys' drinking surpassed girls' in early 
grades in Lambert's study, the sexes became roughly equal 
in drinking rates from the ninth grade onward. This pat¬ 
tern is similar to male/female smoking in lower grades, 
with boys experimenting earlier, but differs from eighth 
grade on, where girls close the gap and lead boys in 
smoking behavior. An interactive process of poor grades 
was noted with both boys and girls who reported heavy use 
of tobacco or alcohol. Lambert viewed the correlation of 
self-reported low grades to be more reflective of low 
self-esteem than low academic ability. 
An instrument planned for future use by Massachusetts 
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Public Health researchers asks subjects about their close 
friends' smoking and drinking habits, examining for sig¬ 
nificant characteristics of students who abstain from 
alcohol and tobacco while remaining friends with active 
smokers and drinkers. Presumably, this group would be 
resistant to peer pressure and could guide future programs. 
Peer health projects which deal with smoking cessation have 
been found to be most significant in prevention of youthful 
cigarette smoking (Williamson & Campbell, 1980). Results 
of the projected survey could have implications for justi¬ 
fying peer health models to impact youthful smoking habits. 
Due to findings like Lambert's (1980-81) and 
Williamson and Campbell's (1980), this researcher used 
smoking prevention as the primary focus of the second 
year of North High School's peer health project. Lambert's 
work confirmed the influence of peers in school-aged 
smoking and drinking. Williamson and Campbell stressed the 
prevention aspects of youthful smoking and indicated 
programs using peer models as desirable approaches to com¬ 
batting the smoking problem. 
Significance of the Problem/Rationale 
Concern that adolescence is becoming more stressful 
is evidenced by the rising rate of death among young people 
through accidents, suicide, and homicide (Hamburg, Elliott, 
Si Parron, 1982, chap. 14). Within the youth subculture, many 
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life threatening behaviors have become acceptable. Drug 
and alcohol use numbs psychological pain, consuming young 
people's time, money, and, in some cases, their lives. 
Dangerous illnesses such as the sexually transmitted 
herpes, AIDS, syphillis, and gonorrhea are increasing. 
Suicide, pathological depression, anhedonia, anorexia, 
and bulemia cases are rising. There is a need for urgent 
action which is inexpensive, readily available, and 
credible to the adolescent. 
Utilizing educational settings opens opportunity to 
more students to learn and share peer helping skills, 
and, at the same time, these settings foster and support 
healthy habits (Sorochan & Bender, 1978, p. 153). 
Although commercial and volunteer health groups like 
Weight Watchers and Alcoholics Anonymous assist many 
adults in changing devastating health habits by capi¬ 
talizing on positive peer pressure, most young children 
who suffer from and with these same habits and indulgences 
remain unassisted. Even in the case of specially designed 
programs for teens (e.g., Alateen), young people must depend 
on adults to allot time, provide transportation, give con¬ 
sent, and even legitimize the need for help. 
Because students are already together during the 
school day, dependency on parents is negligible. Students 
are free of parental intrusion. Transportation and consent 
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have already been granted. A student can identify parent 
relationships as a problem and gain support from peers who 
recognize the universality of such problems. Schools give 
opportunity for exercising mastery of emotional indepen¬ 
dence needs of adolescents (Sorochan & Bender, 1978, 
chap. 9). The same authors remind us of the magnitude of 
"the school educational enterprise" which comprises well 
over forty-six million students. Such numbers place 
schools in an undisputed position of influence for 
organized health experiences. 
Relationships with age mates are major developmental 
tasks of adolescents (Sorochan & Bender, 1978, p. 32), 
therefore the design of schools creates a ready-made rich 
environment for such relationships. Some high school 
freshmen are as young as twelve and thirteen years old, 
while senior students may be legally adults eighteen to 
twenty-one years old. Educational settings offer a 
diversity of relationship possibilities. Most public 
high schools have both male and female populations, and 
inner city schools also tend to be multicultural. Educa¬ 
tional settings can offer young people their first 
experience of building relationships with peers of other 
cultures, races, and socioeconomic backgrounds. Learning 
peer-helping skills in a school environment assures a 
rich field of practicing new approaches and also offers 
a wide range of possibilities of areas where adolescents 
can seek and offer help. 
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Peer health models implemented during regular class 
time appear to promote positive growth for adolescent peers 
(Myrick & Erney, 1979, p. 159). Nonetheless, documentation 
and research on programs of this type regarding general 
and pervasive health concerns are needed (Hamburg et al., 
1982, p. 254). 
The inclusion of a peer support component in a health 
education program with, for, and by young people is pre¬ 
sumed to have a greater likelihood of influencing and 
promoting healthy behavior and can potentially impact 
the leading causes of death of young people (Hamburg et 
al., 1982, p. 101). Utilizing student facilitation in 
a health program invites relevance, credibility, and 
allows program designs which meet local needs and strengths. 
Research is needed to test these assumptions. 
This Study 
A need exists for research on attempts to deliver 
and evaluate peer helping programs in schools relating 
to adolescents. At this time, research on peer programs 
are not well established. This study used a single case 
model of an urban setting to provide such initial data. 
More particularly, this case study reported on a 
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peer facilitation program for adolescent health students 
in Worcester, Massachusetts. The aim was to document the 
implementation and evaluation of a model program in a 
typical urban school district that sought to combine the 
best current information about health and adolescents with 
the well-documented power of peer pressure in adolescence. 
Three questions guided the design of this study: 
(1) What was the current status of health education 
programs in schools involving peer education? (2) What 
factors had affected existing conditions relative to 
adolescent development, peer health education, and school 
change? (3) What might a practical, feasible peer health 
education program for Worcester include? 
Questions one and two are addressed in Chapter II. 
The third question is addressed in a field study which 
is described in Chapters III and IV. The peer training 
section of the field component of this study is an adapta¬ 
tion of one used at Buchholz High School in Gainesville, 
Florida, which was devised by Robert D. Myrick and Tom 
Erney. Although the field component of the peer facilita¬ 
tion project was small, school-wide student participation 
was accomplished by using a smoking survey administered 
by health education students. 
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North High School Survey 
Selected North High School health students conducted 
a school-wide "Peer Polls" smoking survey as a class 
project. The health students worked in small groups, col¬ 
lated the data collected from homerooms, interpreted 
results, and reported back to either their health class 
or their homeroom. Several students designed graphic 
results which were posted in corridor display cases. The 
anonymous survey requested age, grade level, and gender 
information, but many students omitted one or more of these 
identifiers. Analysis included tallies of eight questions 
forming four information panels: background, attitudes, 
personal goals, and health facts (see Appendix A). 
Sorochan and Bender link the consequences of poor 
self-image with inadequacy feelings that turn young people 
(and adults) to self-destructive life-style behaviors 
such as overeating, drinking, misusing over-the-counter 
medicines, smoking marijuana, and not socializing or 
exercising. 
Adolescents, like adults, must make choices con¬ 
tinually in a fast-paced society but their choices are 
often triggered by whim, fired by impulsivity, and spiced 
by variations unknown to older generations. Whether 
choosing recreation, fashion, friends, or flavors of ice 
cream, the choices offered and advertised continue to 
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explode, bombarding young people in a media mass of stimu¬ 
lation. Personal goals of North students who responded 
to the smoking survey illuminated Bronfenbrenner's eco¬ 
systems hypotheses. The survey indicated how students 
see themselves in the context of society. Fifty-seven 
percent of students planned to attend college, yet only 
forty-three percent reported getting A and B grades. 
Eighty-one percent of the non-smoking males planned to 
have their own business; smoking females showed the lower 
percentage, twenty-five. Women's liberation identifica¬ 
tion and "sex after marriage only" responses showed 
sharp male/female contrasts, consistent with social 
stereotypes. Smoking students did not plan to live as 
long as non-smokers and eighty-seven percent of all 
students cared if their own children smoked (Table 14). 
This implied students were aware of the health risk 
and except for the misinformation regarding x-ray detec¬ 
tion of lung cancer, the majority of students were 
knowledgeable about smoking facts (Table 15). Conflicting 
values with indications of low self-esteem experienced by 
some North students are explained as societal problems by 
Bronfenbrenner. The lack of support systems for youth, 
the lack of meaningful roles, their parents in constant 
conflict between the demands of their jobs and child 
rearing, leaves children relying heavily upon each other. 
In the resultant subculture, youth often complain of 
boredom and oppression. They are constantly challenged 
to find meaning and satisfaction. North High School 
students scored lower than average on the Coopersmith 
Self Esteem Inventory (see Table 9). Other inner city 
schools, coping with poor facilities, immigrant popula¬ 
tions, and minority isolation could benefit from peer 
support projects which focus on health issues. Ten 
peer facilitators at North High School did not alter 
the smoking pattern of their peers, but the potential 
to make a difference became evident to them. How young 
people spend their time, energy, plus talent and the 
value they place on themselves and their societal roles 
does affect individual behavior and life-style choices. 
Peer facilitation in health education offered students 
meaningful opportunity to learn, share with others, and 
actively engage in responsible activities. 
CHAPTER II 
APPROACHES AND ALTERNATIVES TO HEALTH EDUCATION 
Peer Facilitation 
Peer programs look promising; peer facilitation meets 
psychosocial needs of youth, new curricula needs of health 
education, and low budgetary needs of today's school 
systems (Davis, Weener, & Shute, 1977). High schools 
have been using peer programs for tutoring, for orientation, 
and to some degree, in health education (Myrick & Erney, 
1979, p. 190). Ususally peer programs have a narrow or 
limited focus, often sponsored by guidance departments 
and scheduled irregularly or as needs arise. Peer health 
programs often focus on drug abuse (following funding), 
leaving general needs of the adolescent population unmet. 
A more inclusive approach is needed (Davis et al., 1977). 
Peer health models exist in the United States, in 
Massachusetts, and in Worcester. The most familiar are 
for adults and include such programs as Alcoholics 
Anonymous, Weight Watchers, and the catastrophic illness 
support groups. Nationwide the most well known peer 
health model for young people is the Alateen program for 
children of families who suffer from the disease of 
alcoholism. Massachusetts supported peer health models 
for drug prevention by funding pilot projects which 
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focused on alcohol, or other legal drugs of abuse. Of 
these projects, the Caspar Program in the Cambridge- 
Somerville area (1978), recorded success with peer 
educators and had a model which paid the peer educators 
for their participation. The Caspar Program had two 
components: young people who experienced the training 
and did not relate to schools and benefited from the 
experience itself, and those who by agreement of a small 
stipend extended their skills and helped others. 
Magazines and other printed materials are available 
for exchange among educators and community groups working 
with peer health components for young people. One of 
these publications, Peer Facilitator Quarterly, is published 
and distributed by the Educational Media Corporation, 
Box 21311, Minneapolis, Minnesota 55421. 
In Worcester several peer facilitation projects have 
been initiated. At Worcester's South Community High 
School a project was initiated in conjunction with a Teacher 
Corps project. Although this project did not reach 
fruition, the materials compiled are still available in 
the central health education office. A peer counseling 
booklet developed by the Youth Service Bureau of Chittenden 
County, Vermont, titled "A Project Demonstrating Youth 
Competence," provided the basis for the South High 
Community project. Also in Worcester, the Girls Club 
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had sponsored training for peer counselors. In addition 
to peer counseling projects, Worcester has benefited 
from live theatrical performances done by young people. A 
highly formalized program which may be emulated in 
Worcester is the Youth Expression Theater sponsored by 
the Boston Planned Parenthood League of Massachusetts. 
These young people developed their own themes which 
included health issues such as handling aggression, 
dealing with drug abuse and unwanted pregnancies. The 
content included life-threatening life-style issues which 
impact the leading causes of death of young people. 
In the school curriculum, this researcher found that 
health students responded with great enthusiasm to dis¬ 
cussions that involved life-style. They were also 
responsive to classroom activities which involved peer 
interaction and group dynamics. Inner city schools can 
benefit as well as affluent or upper class schools since 
these problems know no social or economic barriers. 
Including concepts of self-help in class with or without 
field work helped students practice and cope with stress 
on a daily basis (Davis et al., 1977). 
In order to have a successful program for peer health 
work the necessary ingredients are parents' support-- 
meetings with parents, students, and Director, and 
administrative support—meetings with school administrators, 
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site administrators, and administrators involved with 
agencies where peers would be doing volunteer work (Blain 
& Brusko, 1985). What also helped in building peer models 
was peer recruitment--youth actually describing to other 
youth their experiences. This technique was demonstrated 
in the Myrick, Erney, and Sorenson film, Peer Facilitators: 
Youth Helping Youth (1976). An additional requirement was 
funding. Although modest fees are needed, financial sup¬ 
port allows consistency and helps with documentation neces¬ 
sary for valid research. Workshops were also a vital 
component in training peers. Much experience and a great 
deal of ground work can be covered in a day or weekend 
workshop which solidifies groups and helps students learn, 
practice and experience skills that textbooks and simula¬ 
tions cannot offer. These elements were considered in 
designing the Worcester peer support project. In 
reviewing other peer projects, few focused specifically 
on teen problems and the elements used or considered 
varied considerably. Steinhousen conducted a survey (1983) 
of peer projects which revealed wide ranges of purpose and 
design. He used a comprehensive questionnaire, mailed to 
255 school districts across the United States. Ninety- 
one schools responded and generated data for his study. 
Because the peer health project in Worcester was planned 
for adolescents, their specific needs and nature were also 
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considered in addition to the ingredients common to most 
peer projects cited in the literature. 
Adolescent Considerations 
Considering the growth and social changes occurring 
in the years between ten and twenty, major social and 
health problems arise (Hamburg et al., 1982, chap. 4). 
Health problems include wide individual differences in 
the rates of cognitive, affective, neuroendocrine, 
skeletal, and genital maturational development. Young 
people under age fifteen are known to typically be rela¬ 
tively poor at using symbols, making correct generalizations 
and objectively processing information as noted in several 
studies—Karplus et al., 1975; Hurd, 1978 (cited in 
Hamburg et al., 1982, p. 92). Surveys of this age group 
indicate they systematically overestimate the prevalence 
of certain behaviors of their peers. Thus, the phrase, 
"Everyone is doing it," misguides young adolescents into 
unnecessary risk-taking behavior prompted by miscalculations 
and fears of being "different." This tendency to over¬ 
generalize may explain why peers and the media have such 
powerful impact on adolescent behavior. Even older adoles¬ 
cents are known to regress under stress and anxiety to this 
concrete method of processing information (Hamburg et al., 
1982. 
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Young persons aged thirteen to nineteen are generally 
called teenagers. When discussing health issues, the term 
adolescent is used most frequently and is more comprehen¬ 
sive than the term, teenager. "Physical maturation now 
occurs earlier than it did a few generations ago . . . ." 
(Hamburg et al., 1982, p. 92), which extends the teenage 
stage in two directions. Early adolescence, a term used 
to describe ages ten to fifteen, is followed by the 
remaining teen years and extended by prolonged social 
dependency to the early twenties (Hamburg et al., 1982, 
p. 92). This makes building a solid sense of self- 
worth a challenging developmental task extending over a 
ten-year period. 
Egocentrism, another problem reported, peaks in 
adolescence, contributing additional problems (cited in 
Hamburg et al., 1982, p. 92). This "me" mentality, 
together with viewing life only in present time, clouds 
youths' judgment since they may tend not to consider long¬ 
term consequences. When future events have little impact, 
worry loses its purpose or power and invincibility domi¬ 
nates. Peer pressure and the ability to resist it or use 
it positively become another important task of young 
Americans. Between the age of ten to twenty most adoles¬ 
cents experience their first away-from-home encounters 
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with alcohol, other drugs, and sex. These encounters during 
the formative years accentuate the risks and reflect in 
adolescent mortality statistics. The many adolescents who 
navigate successfully and safely from age ten to twenty are 
suspected to have enhanced self-esteem, positive health 
practices, and social support systems. Factors which make 
a difference in adolescent risk taking include: 
1. ability to understand and believe outcomes 
2. degree of influence by peers and significant 
others 
3. time perspective 
4. sense of personal worth (Hamburg et al., 1982, 
p. 91). 
Feelings of worth are related to accomplishments, 
appreciation, and the ability to demonstrate valued skills. 
Bronfenbrenner (1970) sees adolescent Americans as 
severely challenged because there are limited social 
responsibilities and roles which they can successfully 
fulfill. 
Bronfenbrenner offers explanations of why American 
adolescents are the way they are by using propositions 
about social ecosystems and from his cross-cultural studies 
of youth. When he spoke of social ecosystems he used an 
analogue helping a non-scientific audience to understand 
how complex social changes affect human social systems 
just as massive technology has affected the physical 
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ecosystem. These changes, according to Bronfenbrenner, are 
reflected in American life where a pattern has developed 
in which vital human activities of work and child rearing 
are placed in conflict with each other. Industrialized 
countries show similar trends and are trying to prevent 
or correct the negative affects seen in their young people 
(Bronfenbrenner, 1976). He noted that working parents are 
not being replaced by competent, responsible persons. 
Bronfenbrenner used propositions to elaborate on principles 
he had derived from available research. He funneled 
hundreds of pages of evidence into four propositions which 
emerged as essential environmental conditions for human 
development. 
1. In order to develop normally, a child needs 
the enduring, irrational involvement of one 
or more adults .... 
2. The didactic model of one child, two adults 
expands to include "the constructive impact 
of emotionally involved care and activity 
with the child" being enhanced by participa¬ 
tion of adults of both sexes. 
3. The model expands further to include the 
potential of the child’s primary caretakers 
being supported or undermined by other persons 
in the setting. 
4. He enlarges the ecosystem model to include 
one or more adults, their active support of 
the childrearing and public policies and 
required practice to maintain such support 
(Bronfenbrenner, 1980, p. 1). 
Bronfenbrenner skillfully depicted how the parents 
need to work conflicts with the need to raise children. 
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Parents need to work leaves the child without a care¬ 
taker who is involved. This process gets progressively 
more complex and interferes with the emotional bonds, 
enhanced motivation, and the cognitive and manipulative 
skills that are mutually reinforcing to both the parent 
and the child and are reflected in the child's competence 
and cooperation in other situations, and thereby enhances 
or facilitates the child's future development. 
Bronfenbrenner, in his international studies, made note 
that the other industrialized countries are looking at 
America and seeing similar problems in their culture and 
are busily trying to prevent or correct them. 
Bronfenbrenner's work may help those who care for 
young people to better understand why things are the way 
they are. It becomes easier to understand why the children 
of affluent Americans are just as much at risk as other 
social classes. Perhaps because of their likelihood to 
have fewer support systems in adolescence such as the 
extended family and neighborhoods, they may be more at 
risk. Particularly for low income and minority youth, 
neither future prospects nor present circumstances build 
positive self-esteem. The urban high school and its 
feeder schools involved in this study have a majority of 
low income students. Nevertheless, many young people have 
jobs, continue in school, practice healthy life-styles, 
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and contribute to American society. They deserve programs 
that build on their strengths rather than attacking their 
weaknesses such as drinking or smoking. 
Existing Training and Health Needs 
When considering what issues in the curriculum needed 
more emphasis in adolescent health education, this writer 
selected peer education for two reasons. First, youth 
experience problems with sex, drugs/alcohol, and body image 
at this stage of development. Social norms in these areas 
are not set by parents or other adults and relate directly 
to levels of peer acceptance. In addition, there was 
evidence that many students cannot make the transition from 
middle school to high school successfully despite parental 
influence or support. 
Peer facilitation has demonstrated its power to affect 
positive changes in individuals and improve school climate. 
Still, there was a demand for studies of successful programs, 
especially those serving unmet needs (Resnick, 1979, p. 61). 
Potential for prevention, practicality, economy, and 
success makes peer facilitation in health education truly 
significant. Peer teaching work has been used in education 
programs, tutoring programs, and briefly, in health classes. 
Whether formal or informal, peer facilitation happens 
spontaneously. Formal peer facilitation builds upon 
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spontaneous existing support (Resnick, 1979, p. 27). 
While peer teaching happens naturally with both 
adults and children, a practical outcome of this learning 
mode could be used to train young people to promote healthy 
behaviors and use sound decision making skills to make 
personal choices. Peer education is a learning mode where 
empowerment and competence are experienced by both the 
giver and the receiver. The health field can boast of 
many successful peer teaching/learning adventures such as 
skills taught by cancer victims to other victims, support 
groups for catastrophic illnesses, and peer support and 
counseling with compulsive/addictive problems. Weight 
Watchers, Alcoholics Anonymous, and Alateen exemplify 
successful peer work in health. Peer facilitation as a 
process and source of healthy living information meets 
needs of this student population. 
Massachusetts followed national health education 
trends. In order to keep pace with social changes 
impacting health, such as venereal diseases and drug 
abuse, Massachusetts mandated health education classes 
for school children (Massachusetts General Law, Chapter 71, 
Section 1, voted in November 1968, approved August 7, 1974) 
Schools have traditionally taken responsibility for 
immunization and screening tests. However, the leading 
causes of death to youth—accidents, suicide, and homicide- 
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were not actively addressed by health services. Comprehen¬ 
sive health programs need to focus on active student 
learning with emphasis on prevention in these and related 
areas. In order to do this, social/emotional issues must 
be confronted (Finn, 1981). 
In the United States traditional school health care 
focused on immunization and basic hygiene and health 
education courses cover many diseases which are no longer 
issues of constant concern as in colonial times when 
calamities and fevers caused the majority of deaths 
(Nolte and Keyser, 1976). Young people, more than any 
other age group, were dramatically affected by discoveries 
in health care and treatment. With modern advances in 
immunology and the use of antibiotics, diseases no longer 
threaten large groups of children with asphyxiation, fe¬ 
brile seizures, sterility, paralysis, and death. 
Young people face other issues of physical and mental 
health, which many health education programs do not 
address. For example, after the common cold the second 
most common contagious disease of young people is 
gonorrhea. Personal health problems, once removed from 
the school setting, now surface in the classroom. Many 
pregnant teenagers, vandals, truants, and child criminals 
are no longer sent to reform schools. Sometimes affecting 
the entire class, the victims of child abuse display the 
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brutality they suffer in unique ways. Some victims strike 
out at others, verbally or physically, challenging anyone 
who demands more of them than they can handle at a given 
moment. Others pathologically withdraw or divulge their 
fears to a friend, or trusted adult, who dares to ask what 
might be troubling them. Frequently, adult abuse of 
alcohol looms as the predisposing factor in child abuse, 
incest, or family violence, which victimizes children. 
Health Services to Young People 
For broad based change to occur, crisis intervention 
must be supplanted with prevention. Three quarters of the 
United States deaths in 1977 were caused by three disease 
categories: 1) heart disease and stroke (cardiovascular 
problems); 2) cancer, and 3) accidents and violence 
(Hamburg et al., 1982). 
Youthful life-style factors are especially signifi¬ 
cant because of resulting deaths. National and 
Massachusetts vital statistics place accidents and 
violence in the number three position in overall popula¬ 
tion figures. 
Young people seek medical services for crisis 
oriented problems rather than chronic care varieties of 
adults. Leading health problems, other than accidental 
or violent deaths, fall into the chronic disease 
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categories which means adults must seek extensive programs 
requiring long-term medical treatments. A medical model 
of diagnosis and treatment is insufficient. It presumes 
a patient is sick, needy, ignorant, and in need of help 
from a professional. Youth often refuse to accept this 
"patient" status. Young people are also impatient with 
the "call, wait, and/or sign" before being treated ritual; 
therefore, their needs are frequently not met. Prevention 
is more cost effective than treatment after the fact, and 
deaths among young people demand timely attention. 
Adolescent health issues are not easily resolved by 
a pill, or an appointment, or adding chlorine to the 
water. Dying accidentally implies poor judgment, negli¬ 
gence, lack of preparation, or experience. Youthful sui¬ 
cides are sometimes haunting, puzzling deaths where medical 
services are not involved. Elements of adult suicide are 
often linked with aging, poverty, and infirmity. Not so 
with youth. Children of affluent families, healthy young 
people, and infants (failure to thrive) attempt to destroy 
themselves. The medical model needs to be revamped to 
service adolescent clients. Mental health units designed 
to service children and youth may be our best hope, but few 
hospitals have such services and the existing units are 
small, expensive, and most require parental/custodial 
adults to call, wait, and sign . . . before services are 
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rendered. Finding medical services to deal with adolescent 
homicide is preposterous. 
Prevention Approach 
A health education prevention approach which can stop 
or reduce the occurrence of a problem before it exists 
would be better. For example, elementary school children's 
health education programs which identify hazards of using 
tobacco, alcohol, and other legal drugs serve as effective 
prevention programs because the majority of children have 
not made decisions or established patterns of recreational 
drug use (Williamson & Campbell, 1980). 
Mandated health education programs in Massachusetts 
were prompted by startling increases in adolescent drug 
abuse and its related social problems. A "don't do it" 
health curriculum was developed to check the spiraling 
incidence of drug abuse. 
On Friday, November 8th, 1967, John J. O'Neil, 
Director of Health, Physical Education and 
Safety; James L. Garvey, Assistant Director 
of Health, Physical Education and Safety; 
and Sergeants Hall and Leary of the Worcester 
Police Department met to discuss the Worcester 
drug problem (Drugs, 1967, p. 4). 
Subsequently, a resource unit was developed for grades 
seven through twelve and supplanted by "culminating lec¬ 
tures given by the Worcester Police Department officials 
..." giving first-hand information of the drug 
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situation to students. 
To treat the problem, frightening facts about addic¬ 
tion, overdose, prostitution, arrests, and teenage venereal 
disease were used to educate students not to use drugs. 
These early programs came after-the-fact of adolescent 
abuse. Some unpredictable psychedelic drugs lost popu¬ 
larity as a result of these scare tactics, but, in general, 
programs which deal only with drug facts do not result in 
prevention (Resnick, 1979, p. 13). Complex issues of 
adolescence, combined with normal curiosity and peer pres¬ 
sure, dictate multifaceted approaches to impact drug use 
behavior and probably many other health-related issues. 
What could be better is a broader approach. Recent 
understanding of health issues has stressed life-styles 
and individual responsibility; yet, those ideas have not 
influenced most classroom instruction. Health education 
must reflect this evolution. For example, the term "drug 
abuse" has been expanded to include broader life-style 
issues. "Substance abuse" is used to give an understanding 
of the misuse of many products in addition to street drugs, 
and encompasses such things as the imprudent use of white 
sugar, caffeine, and alcohol. This broader approach is 
needed in other areas of living as well. 
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Retrenchment and Change 
During a period of fiscal restraint and cutbacks in 
staff and programs, new curricula have to be introduced 
without significant outside support or resources. The 
need for mental health services and programs has been 
documented (Maultsby, Knipping, & Carpenter, 1974); yet, 
there is neither enough money nor professional mental 
health counselors to service all the students who need 
help. 
Youth helping youth is a practical answer to this 
supply and demand issue. Training students to help each 
other can become a new model for effective health educa¬ 
tion . 
The peer program used at North High School was based 
on Robert Myrick and Tom Erney's Leadership Training 
Program books; Youth Helping Youth: A Handbook for 
Training Peer Facilitators and Caring and Sharing: 
Becoming a Peer Facilitator. This experiential program 
consists of a handbook for trainers and a corresponding 
text for high school peers. The focus of the handbook 
was on working with others before there was a problem 
and the scope included work with elementary school students 
and adults in the community. Nine weeks were devoted to 
training and learning by doing as a rehearsal for high 
school students who would be working with others. 
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Modifications were made in response to student interest and 
funding. 
Funding was only one of the deterents to initiating 
new programs. The possibility for change always exists in 
schools. Seymour Sarason, in The Culture of the School 
and the Problem of Change (1971), outlines the usual blocks 
to change. Attitudes, like believing the way things are 
is the way things are supposed to be, effectively halt 
growth or change. Educators, expecting all students to 
succeed, also limit the acceptance of new ideas because 
teachers judge themselves as failures when they cannot 
attain unrealistic goals. Sarason claimed that expecting 
growth and change and building in a mechanism to resolve 
conflict allowed diverse, talented people ability to pro¬ 
duce and be successful, despite catastrophic episodes along 
the way. When addressing the problem of schools, Mr. 
Sarason stressed the importance of involvement of par¬ 
ticipants in the planning process. Recognizing and dealing 
with these barriers would be necessary when initiating 
peer programs. 
Research Findings and Perspectives of Authors 
in the Health Field: Focusing the Study 
Giordano and Giordano (1977) wrote of the ever 
increasing need to document the success of programs and 
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validate their components. If the health education goal 
is to develop healthy behavior, then the most conclusive 
documentation of success is measuring target behaviors. 
Performance based evaluation in major subjects like 
English and Social Studies has been used successfully as 
proof of program effectiveness but the nature of health 
education appears difficult to document. The Giordanos 
described two projects that needed health performance as 
criteria for program success in changing health behaviors, 
controlling stress and tension, and weight control. In 
order to describe both factual knowledge and the behavioral 
approach, they coined a term--Mcognitive behavioral 
approach"—and worked with twenty to twenty-five students 
in a class-clinic setting which attempted to change 
behaviors in students identified as change worthy. 
Although skills taught in a peer facilitation program 
differ from those taught for weight reduction and anxiety, 
measuring self-esteem as the Giordanos did, related very 
much to the North High School program. 
The Giordanos, in their research, found that self¬ 
esteem correlated with anxiety and it showed that low 
self-esteem or low self-concept accentuated feelings of 
insecurity, failure, and more anxiety. Those feelings 
also related to having little control over one's self. 
observed from the analysis of pre-and Such trends were 
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post test data in both the weight reducing and the anxiety 
reducing programs. 
The most promising research was in the writings of 
Williamson and Campbell who worked with peer models to 
prevent smoking among pre-adolescents (1980). Because of 
positive findings of researchers like Williamson and 
Campbell (1980), the peer facilitation program at North 
High School focused on smoking. The North students used 
kits with audiovisual materials and worksheets developed 
by the American Cancer Society. Using those materials, 
they facilitated small discussion groups with students in 
the elementary feeder system. 
Williamson and Campbell concluded from their study 
that the smoking problem can be prevented in youngsters 
and can be considered successful compared to prescribing 
treatment for habitual smokers. They concluded that a 
program which uses peer models was the most successful. 
Also substantiating the work of Williamson and 
Campbell was a study done by Cheryl L. Perry and others 
in 1980 who worked with junior high school students in a 
peer teaching project. Perry's results suggested that 
smoking prevention can be achieved in junior high school 
by using older peers as models and teachers, and a student 
centered curriculum using rehearsals and skits was used. 
Also, five papers edited by Norman Krasnegor presented in 
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their summary, a biological, behavioral and psychological 
research on cigarette smoking behavior, stressing the 
importance of peer pressure as an influence in youthful 
smoking (1979). 
In his booklet, It Starts With People: Experiences 
in Drug Abuse Prevention, Resnick (1979) examined questions 
of drug abuse prevention. His work revealed the effective¬ 
ness of prevention programs implemented in classrooms, 
schools, and community settings. The emphasis was on how 
individuals could reach across age and social barriers to 
work with youth and help them live without drugs. Youth 
helping youth was seen as a powerful tool. 
Marshall L. Hamilton and others in Ontario, Canada, 
conducted a study, Parental and Peer Influence on the 
Development of Health Maintenance Behavior in Adolescents 
(1976), which included body weight, health activities, and 
smoking. Parental and peer influence on health behaviors 
of high school students was not found to be conflicting, 
but nearly equal. Smoking was the exception, with parents 
strongly discouraging and peers mildly encouraging the 
behavior. In their conclusions it seemed clear that there 
was a potential for health educators, government health 
agencies, and others to increase efforts to involve parents 
and peers more actively in order to influence health 
maintaining habits in adolescents. 
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Zebulon Taintor's article in the Journal of School 
Malth (1974, January), "The Why of Youthful Drug Abuse," 
cites factors contributing to youthful drug abuse as 
lack of consensus about values in our society, the genera¬ 
tion gap, and changes in the family and peer group pressure. 
Taintor concluded that as drug dependency deepens, the 
influence and outcome are more on an individual psycho¬ 
dynamic rather than the social or group factors. His most 
interesting conclusion, which relates to the North High 
study, is that drug education courses are often ineffectual 
"because socializing and educative functions are confused." 
At North High School, smoking cigarettes and other chemicals 
such as marijuana is an accepted norm. Non-smokers, who 
constitute a majority in the school, strongly reject the 
habit yet they do not ostracize those who smoke. They 
accept the habit without rejecting their peers. Because 
the health education program clearly indicates the hazards 
related to smoking, one of the peer facilitators in the 
first group who visited elementary schools panicked when 
he considered his own smoking habit. He asked in a very 
helpless tone, "What will I do if they find out that I 
smoke?" While most North High School students tolerated 
their smoking peers, peer tutors clearly recognized smoking 
as a non-exemplary behavior when leading groups of young 
students. 
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Newman's follow-up studies on work done at Tennessee 
University (1969) supported Taintor's thinking that 
students accepted smoking or tolerated smoking while intel¬ 
lectually seeing it as unacceptable. Two years later, 
Newman wrote an article for the Journal of School Health 
(1971, November) which described cigarette smoking "to be 
significantly related to social status for females, but 
not for males." He concluded that smoking was closely 
related to peer group membership and the members related 
closely to each other in a definite social status system. 
He also suggested that a feeling of failure-to-achieve 
was related to the tendency of ninth graders to smoke and 
to drop out of school early. 
Newman's conclusions applied to North High School. 
In the January (1970) issue of School Health, Newman wrote 
on "status configurations in junior high school." In this 
article and the previous study done for the United States 
Public Health Service (1969), he pointed out the contra¬ 
diction in the establishment's idea of the smoker and the 
ideal student and the actual student's perception. 
Newman's research indicated the ideal student model often 
is actually a smoker, thereby creating a contradiction in 
the moral organization of schools which students easily 
recognize. 
From his work and his writings, Newman stressed the 
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interplay of self-esteem in smoking behaviors. At the 
American School Health Association Convention, Philadelphia, 
Pennsylvania (November 8, 1969), he emphasized that smoking 
is a compensatory action by young people who don't succeed 
either academically or socially. Thus, he recommended that 
educators approach the cause of the problem which he saw 
as failure rather than smoking which he saw as the effect. 
He concluded that if it were possible to downplay the smok¬ 
ing while concurrently supporting the potential for achieve¬ 
ment in students, more of them would increase their 
feelings of self-worth. Smoking would become a less 
necessary crutch. 
Current Study in Relation to Existing Literature 
In their health education course at North High, 
students conducted a smoking survey (see Appendix A) 
which supported Newman's (1970) sociological conclusions 
and again directly correlated feelings of self-estimation, 
self-expectation, self-esteem, and self-worth to smoking 
behavior. Much of the research findings and perspectives 
of authors in the field of health described above rely on 
or report on surveys and other student self-report activi¬ 
ties. Few studies actually documented research on the im¬ 
pact of programs on behavior. 
At North High School, when the peer facilitation 
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program was field tested, the assessment scales used were 
those suggested in Myrick and Erney's texts, Caring and 
Sharing (1978) and Youth Helping Youth (1979). These tools 
also included self-report instruments, Likert scales, and 
evaluations by supervisors and others in the field 
placements. Behavior of the peers which could be measured 
were factors such as those found in Table 6. Analysis 
information depended on such factors as attendance and 
literal counts of negative putdowns which left the bulk 
of data again self-report or self-inventory measures. 
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TABLE 6 
ANALYSIS INFORMATION 
Factors Source 
Attitude Toward Self Coopersmith 
Self-esteem, self- 
direction, self-image 
Regularity of attendance 
of both high school peer 
facilitators and elementary 
feeder school participants 
Office records 
Mental Health/Attitudes 
Toward Others 
Negative putdown use 
(hostile statements) 
On-site, literal count 
(involve students, use 
visible chart) 
Peer relations, 
dependency, hostility, 
productivity, withdrawal 
CAAP Scale 
Life-style Wellness Behavior 
Inventory 
Personal safety, 
nutritional awareness, 
stress, feelings, 
fitness 
CHAPTER III 
METHOD AND STEPS TAKEN TO IMPLEMENT THE NORTH HIGH 
PEER FACILITATION PROJECT 
This study documented the development and evaluation 
of a peer health education program. Data about the effec¬ 
tiveness of the training was collected from elementary 
student participants (Feeder Schools), teachers (hosts and 
helpers), high school student facilitators, and adult 
leaders. Questionnaires and interviews were used to assess 
qualitative impacts of the program. 
Subjects 
The study involved participation from three groups: 
elementary school student participants, high school 
student peer facilitators; adult leaders, i.e., host 
teachers, administrators, and guidance staff (see Table 7). 
Elementary school participants in the facilitation 
groups were students from schools in the North High School 
feeder system (i.e., Roosevelt, Grafton Street, Union Hill, 
Rice Square, Lake View, Dartmouth Street, Adam Street, 
Belmont Community, and Gage Street) (see Table 8). All 
high school students were volunteers. The elementary 
school participants ranged in age from five to twelve 
years. Male, female, black, white, and Latin students 
were represented in the project. The minimum number of 
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TABLE 8 
NORTH HIGH SCHOOL FEEDER SYSTEM 
North High School at Harrington 
Grades 9-12 
Way 
Worcester Eas 
Grad 
t Middle School 
es 7-8 
Grafton Street 
School 
Union Hill 
School 
Rice Square 
School 
Lake View 
School 
Dartmouth Street 
School 
Adams Street 
School 
Belmont Community Gage Street Granite Street 
School School School 
The number of feeder schools participating in the study 
depended on the response from building principals and the 
number and preferences of the trained high school student 
peer facilitators available. 
Information about the peer facilitation program was shared 
with the feeder school principals at a quadrant meeting. 
Written information* with application forms were distributed 
to the principals. 
* 
See Appendix L 
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participants in each feeder school was ten, with addi¬ 
tional optional small groups of three or four, or one-on- 
one with special needs students. 
The high school peer facilitators were all health 
education students who expressed interest in the project. 
In this study, the word "facilitator," adapted from Myrick 
and Erney's handbook (1979, p. 7), is used to describe 
the high school helpers. A peer facilitator is taught 
"helping skills" and is then prepared for several "helping" 
roles. The roles include group leader, tutor, and big 
brother/big sister role model. 
The 1982-83 high school health education peers chose 
from a. variety of health education topics to develop group 
sessions with elementary students. The 1983-84 high school 
peers were more focused on smoking prevention. A health 
class smoking survey generated student interest and the 
Director's search of the literature confirmed the validity 
of cross-age smoking prevention efforts. In 1984-85, 
high school health students used the texts in sequence, 
ending at chapter seven of ten if they elected not to 
work with elementary group. 
The 1982-83 group of peer health facilitators used 
the texts at each session and did readings and exercises 
at home. Before learning about the helping process, peers 
learned about themselves. They engaged in writing and 
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talking activities on topics such as youth problems, 
happenings with youth, notes to themselves, exploring 
self, and group approaches to problem solving. As 
specific skills such as active listening and facilitative 
responses were introduced, peers applied the techniques 
in the group sessions. Other specific skills learned 
and practiced before helping others were use of feedback, 
assessing self-concept, intervention, and planning a 
case study. Didactic sessions dealt with meaning and 
use of praise, accountability, human behavior, inter¬ 
personal relationships, and ethical issues of confiden¬ 
tiality and safety of subjects. 
Steps Toward Implementing a Peer Facilitator 
Program for Youth 
Because some adults, teachers, and administrators 
expressed doubts or concerns about youth serving as 
counselors, high school roles were redefined as peer 
facilitators. This redefinition emphasized their work 
with packaged learning kits and de-emphasized a thera¬ 
peutic function (Myrick & Erney, 1979). Facilitation 
described the skills to be taught as non-professional. 
Peers helped to make existing professional counselors' 
jobs easier. Young people being trained as "facilitators 
rather than counselors, also felt less burdened or 
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overwhelmed by responsibility or blame if the student with 
whom they worked developed more serious behavior problems. 
Training students as facilitators, not counselors, 
also helped cope with adult indifference and lack of sup¬ 
port, which is rooted in fear—fear of students using 
personal power, of parents becoming alarmed, of authority 
being usurped. Including adults, administrators, students, 
and parents in the planning also eliminated fear and 
related anxiety of adults. The North High School project 
began by meetings of adults needed to support the project. 
Initial meetings were held with the principal, guidance 
department, and health educators. One of the goals shared 
with these adults was the hope of utilizing student energy 
in a positive manner. Administrators and guidance per¬ 
sonnel agreed to screen out any student volunteers deemed 
self-appropriated leaders by virtue of their outstanding, 
anti-authority behavior. Peer facilitators' parents were 
invited to orientation meetings after the selection process 
was completed (see Appendix E). 
Peer pressure has a positive side which is manifest 
when caring people share information in skilled, sensitive 
ways. Utilization of positive peer pressure can increase 
by giving young people more opportunity to help each 
other. Knowledge about health, practice and techniques 
of helping relationships, and the process of sound 
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decision making were the basis of the formal program 
designed to improve the quality of life for those students 
participating. 
Utilizing the existing health texts available to high 
school students, high school peer facilitators increased 
their knowledge of health. The text used in most local 
programs in Worcester, Massachusetts, is the Cebco text, 
Tune Into Health, by Felice and Carolan (1980). Numerous 
high school health textbooks are available from Laidlaw, 
Houghton Mifflin Col, Prentice-Hall, Amsco, Holt, Rinehart 
and Winston, and Harcourt, Brace and World. Factual 
information students used in relation to smoking and 
prevention of the diseases related to smoking came from 
the study of their classroom textbooks. 
For this case study, practice and techniques of 
helping relationships and decision making were drawn from 
the handbooks written by Robert Myrick and Tom Erney 
(1979). The Program Director used the Handbook for 
Training and the high school students used Caring and 
Sharing: Becoming a Peer Facilitator. These companion 
books contain a leadership training program for youth. 
Chapter six of the Myrick and Erney training handbook, 
Youth Helping Youth, focused on responsible decision 
making and was used and reviewed throughout the project. 
Other chapters focused on specific skills and included 
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exercises as well as didactic information. 
Procedures 
In September of 1982, the principal of North High 
School agreed to support the peer facilitation project. 
Additional support was solicited from the guidance depart¬ 
ment and the health educator. An advertisement appeared 
in the school newspaper, The Polar Bear Facts (see Appendix 
B). High school peer facilitators were recruited from 
the high school health classes. 
Selection criteria for the high school peer facili¬ 
tators were published as follows: 
High school students known to have exhibited 
(1) concern for the welfare of others, 
(2) ability to listen and understand others, 
(3) flexibility . . . ability to adjust to new 
situations, (4) self-confidence, (5) depend¬ 
ability . . . responsible and able to follow 
through tasks, (6) honesty, and (7) potential 
for leadership. 
High school student facilitators were selected from 
(1) faculty and administrative referrals, (2) student 
self-referrals resulting from the school newspaper 
article and/or orientation meeting. The Program Director 
(this researcher) made final selection of the high school 
peer facilitators. Recruitment of other adult leaders 
from Health, Home Economics, Social Studies, Physical 
Education, Guidance, Special Education, and parents netted 
three helpers—one parent, one community volunteer, and 
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one guidance counselor. 
Adult leader recruitment was sought using similar 
procedures as student recruitment on recommendations of 
the principal, suggestions from high school peer facili¬ 
tators, and self-referrals in response to school newspaper 
articles. In addition, orientation sessions were open to 
faculty observers for recruitment and support. 
The principal and guidance counselor attended several 
sessions. Other faculty gave indirect support by excusing 
students from their classes, covering the Director's 
classes when transportation crises arose, and by cooper¬ 
ating with the health students school-wide smoking survey. 
Remaining Steps 
(1) After the initial step of getting consent and 
support from North High School's principal, the recruiting 
and obtaining consent for student participation followed 
(see Appendix C). 
(2) Recruitment of high school students was from 
Health Education classes with referrals from Guidance, 
faculty, staff, and self. 
(3) Adult leadership, parents, and student candidates 
were invited to an orientation meeting for introduction to 
concepts and final screening and recruiting. 
(4) Steps of the model used were flexible so that if 
only a few students were interested, a peer facilitators' 
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club would be formed. In 1982-83, ample numbers, time, 
and space were available, so a peer facilitators' class 
was offered. The other option described in the Myrick 
and Erney training program was to form an aides' group. 
If a Program Director were so inclined, one volunteer, 
trained as an aide, could initiate a peer project. 
(5) Space for meeting in the North High School 
building was negotiated and the handbooks and related 
film were ordered. 
The first North High School prospective peer facili¬ 
tators met early in November, 1982. Students were oriented 
to the project and the process for initiating such a 
program at North High School. The Program Director began 
with introductions and the prospective peer facilitators 
wrote their suggestions for involving helpful teachers, 
parents, and community members. Initial screening of 
candidates was done with the cooperation of the principal, 
guidance department, and the health educator. The Program 
Director established a maximum of twenty-five and a minimum 
of six participants. 
Nine students who had successfully completed the 
health course were selected and agreed to meet daily, 
using study hall periods. Group time was arranged several 
times a week at different teaching periods so as not to 
conflict with students' subject area class schedules. 
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In mid-December, 1982, the student group members 
began their daily meetings. As part of the original 
November meeting, each student had completed a skills 
inventory. Two students eliminated themselves after taking 
the Self-Appraisal Inventory (see Appendix D). Another 
student left the program because her course work demanded 
too much time for her to manage an extracurricular project. 
At the November meeting the screening process was explained 
and congratulatory letters given to those selected (see 
Appendix F). The agenda included discussion of the student 
self-report forms, an explanation of and participation in a 
"go round." (Go rounds are a Myrick and Erney communication 
exercise where each person has two minutes focus time, 
uninterrupted. After all participants speak, individuals 
clarify and discuss issues with each other). 
Each participant shared one thing about themselves 
from the self-report form. The talk included experiences 
and feelings. Time was allotted for questions, thanks, and 
good-byes. The core group consisted of nine peer facilita¬ 
tors: three males, six females; two were Hispanic, one 
Black, and two were bilingual Lebanese. The school 
principal attended one meeting and a guidance counselor 
consistently supported the program, attending several 
meetings and a workshop (see Appendix G). 
Using Myrick and Erney's model, the training included 
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special meetings for parents. Because parents had varied 
work schedules, two meetings were held, one during the 
school day and another in the evening. No major modifica¬ 
tions were made in the North High School training program. 
The Myrick and Erney film on peer facilitation was shown 
to both students and parents. 
Assumptions 
Certain beliefs by the author pervaded this study, 
specifically: 
(1) Many health problems directly relate to how 
people feel about themselves. Dealing with self-perception 
is an important part of problem solution or behavior change. 
What people do to cope with feelings can also create 
problems and is expressed in life-styles. 
(2) Oppression is the basis of many social injustices 
which young people often experience in a compound fashion. 
This severely damages self-esteem and affects social health 
and productivity. The earliest oppression affecting 
children is adultism. This oppression is then layered in 
varying degrees with sexism, classism, and racism (Firestone, 
1970). 
(3) The values gap between adults and youth begins 
or widens during adolescence. 
(4) Young people go to each other for help, support, 
and recreation. 
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Limitations 
This case study was limited by the following factors: 
(a) Fiscal austerity, both federal and local, stifled 
the growth of new ideas and programs. Worcester teachers 
and administrators felt over-extended, and were reluctant 
to assume additional roles or responsibilities. Therefore, 
few adult facilitators participated. 
(b) Physical Education and Health Education staff 
had been terminated in large numbers ("School Committee," 
1981), creating low morale. Course offerings were elimi¬ 
nated and scheduling changes occurred. 
(c) Like all pilot projects and their evaluations, 
this one was affected by the author’s eagerness, small 
samples, and selection of able peer facilitators. 
(d) Because the project was new, many of the staff 
in feeder schools reacted predictably with defensiveness 
and undermining. 
(e) Parent and community support was needed for 
school programs; therefore, parent participation was 
solicited for this study. Worcester's voters, the majority 
of whom have no school age children, elected to reduce 
real estate taxes, which constituted the foundation of the 
school budget. Parents' priority, in the inevitable 
program cuts, seemed to be the retention of sports and 
elimination of enrichment programs ("New Funds," 1981). 
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Health education was offered only at the high school level 
the ninth grade considered the target age group. Conse¬ 
quently, this short-term program did not overcome those 
contextual factors to result in measurable student change. 
Instruments 
The following discussion surveys available instruments 
that may be considered for use with peer facilitation 
health projects. This case study remained too small to 
use the choice instruments. Because health education 
encompasses many areas of popular concern (i.e., suicide, 
anorexia), including the findings may prove helpful to 
others working on health issues with high school aged 
clients. The North High School peer health project 
evolved to a single focus, smoking prevention, and 
utilized local materials. 
Inordinate time was devoted to the selection of 
evaluation instruments for this case study. The object/ 
goal was to find a measure which sampled life-style 
behaviors which affect adolescents health. This writer 
found an instrument similar to the adult inventories which 
tally risk factors informing the test taker of their 
likelihood of heart attack. Weight, dietary habits, 
exercise patterns, blood cholesterol levels, smoking, 
occupation, and other status oriented behaviors are used 
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to predict heart attack, cancer, and stroke, the leading 
causes of death of adult Americans. 
Available instruments consisted of standardized health 
tests for youth measuring textbook content mastery. 
The researcher also found instruments developed and used 
in the 1960s that described measuring health behavior. 
The California Test Bureau instrument for elementary and 
senior high students, A Health Behavior Inventory (1962), 
had varying scores bases on grade level: grades three to 
six, nine scores which assessed personal health care, per¬ 
sonal cleanliness, nutrition, safety, community health, 
mental health, and dental health. The junior high level 
for grades seven through nine included six additional areas 
mental health, skin care, smoking and drinking, infectious 
disease, eye care, rest and recreation, with sub scores 
for practices, attitudes, and knowledge. The senior high 
instrument for grades ten through twelve has eleven scores 
with groupings of items such as safety and first aid, 
exercise-rest and recreation, drinking-smoking and nar- 
cotics. 
The inventories were helpful, but not related to 
life-styles. The Buros Yearbook (1978) critique was more 
positive than negative about the instruments, but cited 
the information yielded must be used by teachers willing 
to study individual results and respond to them. The 
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examiner was diagnosing factual mastery and the student was 
made aware of the weaknesses in content areas as described 
above. Using the attitude and practices portion of the 
junior high score would be useful in predicting health 
problems, yet would be cumbersome if not impossible to 
extract or utilize for all students taking the test. 
Mental health appeared the only sub-area having direct 
relationship to life-style and leading causes of death. 
Other instruments examined for relevance to the 
causes of death of adolescents were Psychological Screening 
Inventories (Richard Lanyon, 1968-1973), and Problem 
Checklists (R.L. Mooney & L.V. Gordon, 1950). Accidents, 
suicide, and homicide are more likely influenced by psycho¬ 
logical factors than hygiene and disease factors used in 
the California Health Behavior Inventory or other fact 
oriented tests like the American Association of Health, 
Physical Education, and Recreation (AAPHER) (1971) 
Cooperative Health Education Test. 
Instruments found under the category of counseling 
and psychological tests were specific for study skills, 
learning disabilities, retardation, environment scales, 
and hypnosis perspectives. Adjustment and adaptation 
measures proved useful for measuring items influential in 
life-style and death. The Child and Adolescent Adjustment 
Profile (Ellsworth, 1981) was chosen for the five factors 
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used for rating peer relations, dependency, hostility, 
productivity, and withdrawal. These particular measures 
could be related to behaviors that would, in fact, involve 
accidents, suicide, and death of young people. Schools 
employ adjustment counselors who counsel students who are 
seen as being at risk for drop-out or self-destructive 
behavior and for school violence and vandalism. The 
Child and Adolescent Adjustment Profile (CAAP) measure is 
suitable in school settings as well as in clinics. The 
Profiles of Adaptation to Life—Clinical (Pal-C) and 
Holistic (Pal-H) (Ellsworth, 1981) were examined for use 
with older students who were to be selected to work with 
younger peers. The Pal-C adult scale measured seven fac¬ 
tors: negative emotions, well-being, income management, 
physical symptoms, alcohol/drugs, close relations, and 
child relations. The Pal-H includes the areas of the 
Pal-C plus five other scales which assess personal life¬ 
style, social activity, self activity, nutrition and 
exercise, personal growth, and spiritual awareness. The 
rationale and validity information clearly indicated these 
measures which included life-style factors of adolescents 
and children also related to leading causes of death. 
Prevention aspects justified considering the use of 
self-esteem measures. Beliefs and expectations that people 
hold about themselves strongly influence behavior. 
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Rosenthal and Jacobson (1968), in their study, Pygmalion 
in the Classroom, described how these factors related to 
learning. 
It is reasonable to speculate personal beliefs and 
expectations, along with beliefs and expectations of 
others, strongly influence health practices. Knowing 
factual information alone does not change behavior (as 
cited earlier, smoking habits of both adults and youth 
demonstrate this dichotomy). The standardized measures 
most related to personal beliefs and expectations were 
the self-esteem measures and inventories. The Coppersmith 
Inventories (1975) were selected because forms exist for 
both children and adults sixteen and above. Also, they 
can be completed in fifteen minutes (average). 
Supplemental measures and investigators' observa¬ 
tions are required because self-report assessments have 
inherent flaws such as sudden, drastic changes temporarily 
inflating or deflating self-esteem, and family-ethnic 
cultural religious norms altering perceptions significantly 
from those inherent in the self-esteem inventory statements 
about self. In the child form, there is also a lie scale 
that indicates extreme responses. Teachers' observations 
of a child help to support or flag unusual/incongruous 
results. 
Newman's (1969) paper on adolescent cigarette smoking 
71 
addressed the strong link between feelings of failure and 
low self-esteem which result in compensatory behavior 
where smoking is not a cause, but an effect. Research on 
the relationship of social status and moral organization 
of school where smoking is accepted even by "ideal" 
students, further confirmed the complexities of school 
age smoking behavior (Taintor, 1974). 
Reading the ERIC citations generated by a search for 
studies done in the 1970 to 1980 decade provided informa¬ 
tion about the most consistent measures used in adoles¬ 
cent peer health education research. The majority of 
studies used self-esteem or self-image inventories. A 
large variety of instruments were used utilizing such 
variables as IQ, socioeconomics, capacity for empathy, 
temporal orientation, internal/external perceptions of 
control as well as personality and attitude measures. 
There were only twenty-five citations which contained or 
involved the key search categories of adolescents, peer 
health education/peer counseling, life-style, obesity, 
drugs. 
Among the ERIC citations generated, Marshall Hamilton 
and others in the Department of National Health and 
Welfare of Ottawa in Ontario, Canada, concluded that there 
is a strong potential for health educators, government 
health agencies, and others to actively influence the 
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establishment of health maintaining habits in adolescents. 
Increased efforts to involve parents and peers would change 
the neutral to mild encouragement adolescents reported 
when investigations were made regarding weight watching, 
health food selection, and optional exercise. The only 
exception was smoking, which mothers and fathers strongly 
discouraged and peers mildly encouraged. Tapping the 
potential was the challenge the North High Peer 
Facilitation Project faced. 
The desired instrument should relate health behavior 
to known health problems. To be preventive, it would 
predict areas where health problems could or would develop 
unless particular behaviors were modified or amended. As 
previously stated, the adult leading causes of death inven¬ 
tories do this in relation to heart disease factors, etc. 
Because diseases are no longer the primary causes of death 
of young people, psychological testing formats were more 
appropriate to this study than the health facts instru¬ 
ments. Because self-esteem and self-image are especially 
important factors in the adolescent developmental stage, 
most tests and inventories which measure self-esteem would 
be useful in peer health projects. 
A variety of sources support this premise about self¬ 
esteem. Marilyn Green, at an adolescent symposium at the 
University of Massachusetts (1982) stated some adolescents 
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cannot recognize their own image in a mirror. The identity 
issue is at its zenith. Wayne R. Mitie, in the Journal 
of Drug Education (1980), reported a study which showed 
adolescent problem drinkers obtained significantly lower 
scores in academic self-esteem. 
As evidenced by the bulk of the ERIC citations which 
relate to adolescents, health education and peer influence, 
smoking appears as the one life-style health habit most 
influenced by peers. Research suggested programs to 
remedy youths' smoking habits are not as successful as 
prevention programs (Williamson & Campbell, 1980). The 
junior high school level is the turning point, indicating 
the most effective prevention programs are at the elemen¬ 
tary level (Perry, 1980; Newman, 1971). Also noted in 
recent trends of young people is a waning of opposition to 
parental cigarette smoking (Yankelovitch, Skelly, & White, 
1977). 
Details on Selected Instruments 
The CAAP test was eliminated because it required a 
rater who observed and recorded changes noted in five 
factor dimensions: peer relations, dependency, hostility, 
productivity, and self-responsibility/feelings. BASE, the 
observational instrument used to support the self-esteem 
inventory (SEI), was eliminated for the same reasons. Time 
and money constraints also restricted use of observational 
74 
backup for this study. Researchers with funds and support 
of trained staff may find these instruments ideally suited 
for scientific evaluations of health projects. 
Coopersmith’s Self Esteem Inventories (SEI) were used 
to measure attitude toward self in social, academic, and 
personal context. Both school forms for children eight 
to fifteen and adult forms for ages sixteen and above were 
available for use. Parental permission forms were required 
for all elementary students. Consent forms sent home were 
not returned. 
One of the elementary school principals notified the 
Program Director that he had spoken with the guidance 
department at the central administration office because he 
was unclear on the purpose of the data collection. The 
Program Director met with both the administrative guidance 
department and the principal and explained the consent 
forms. Again, forms went home with the elementary students 
but none were returned. Other feeder schools elected not 
to send forms home with elementary students. Only high 
school students returned forms and took the self-esteem 
inventories. 
The Likert scales used with the high school students 
were developed by Robert Myrick and Tom Erney for use in 
the Buchholz High School in Gainesville, Florida (1979). 
The evaluation of the model relied on self-report data. 
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Peer relations, dependency, hostility, and productivity 
impacted on group process of the elementary school sessions 
and served as an objective measure of the high school peer 
facilitators' subjective observation and journal documenta¬ 
tion. Coopersmith's Self Esteem Inventories and adjustment 
and adaptation profiles were expected to measure individual 
children's adjustment to life and to the community. Due to 
the lack of data collection at the elementary level, no 
comparisons could be made. 
Survey: Coppersmith Self Esteem Inventory (SEI) 
Interpretat ion 
High, low, and medium levels of self-esteem vary with 
the characteristics of the sample. The distribution of 
the scores relate to theoretical and clinical considera¬ 
tions. The inventory was used at North High School in 
order to supplement observational ratings of the Director 
and educational staff and to develop local norms. 
For the SEI, high scores correspond to high self¬ 
esteem. The mean scores of most studies generally fall 
in the 70-80 range with a standard deviation of from 
11 to 13. Scores have been shown to increase slightly 
with grade level. The normative data showed no signifi¬ 
cant or meaningful sex or ethnic differences. The maximum 
total score is 100. Race and population density accounted 
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for some variance. 
TABLE 9 
COOPERSMITH SELF ESTEEM INVENTORY 
OF 121 NORTH HIGH SCHOOL HEALTH STUDENTS 
GRADES 9-12 
Mean S/D Number of Students 
Male 68.1053 20.5927 57 
Female 60.5625 23.0953 64 
Total 64.1157 22.1860 121 
Note. Norm M: 70-80, S.D.: 11 to 12 
The adjustment and adaptation profiles had five 
factor dimensions--peer relations, dependency, hostility, 
productivity, and withdrawal. Comparison of pre- and post¬ 
treatment scores would indicate improvement in mental 
health. Improving or maintaining high levels of mental 
health in children may be a powerful first step in 
preventing youthful self-destructive behavior. 
Self-esteem and health issues are particularly cru¬ 
cial to the "tweenager," a term used in Current Health 
Magazine article, "Growing Up" (1979, September). Upper 
elementary students struggle with the "Who am I?" question 
once associated with the adolescent. Youth models are 
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particularly important at this age. Role models for young 
people include rock stars, parents in all stages of stress, 
and leaders both daring and corrupt. Using a control 
group might have indicated whether peer facilitators made 
a significant difference in the self-esteem inventory 
scores of the site elementary students. Both elementary 
students and high school peer facilitators were to be pre- 
and post-tested. The results of the high school student's 
self-esteem ratings would support or not support research 
which indicated both the giver and the receiver in youth- 
helping-youth projects tended to benefit from peer interac¬ 
tion. Because the elementary school principals remained 
uncomfortable throughout the project with testing, com¬ 
parisons were not made. 
A Wellness Behavior Inventory developed by Barb Beier 
(1980, September) was to be used as a pre- and post-healthy 
life-style tool. Life-style scores are divided into five 
areas; stress, personal health, nutrition, self—responsi¬ 
bility/feelings , and fitness. The high school peer 
facilitators could easily use the tool themselves then 
guide the elementary children in using the inventory. 
Scores are done by the individual and improved scores 
would indicate commitment to change or actual health 
behavior change. Barb Beier's inventory closely resembled 
adult life-style assessment tools and invited the test 
taker to see problem areas which could negatively affect 
health. 
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A pre test/post-test control group design was con¬ 
sidered but not used. The North High School project's 
single focus on smoking along with the resistance of 
elementary administrators to testing tabled the use of 
the inventory in this study. 
Exploratory research on peer facilitation completed 
in the school year 1982-83 at North High School helped 
confirm Bronfenbrenner's claim that age isolation in 
schools diminishes the opportunity for positive role models 
of adolescents to influence younger children. Ten North 
High School students responded to the invitation in the 
school newspaper and generated data which was used to 
improve and enlarge the North High peer facilitation pro¬ 
ject. This was a new and rewarding experience for the 
high school students. They wrote self-assessments and 
reaction papers, and completed questionnaires and un¬ 
finished sentences. Their objective observations and 
interviews appear later in the paper. 
CHAPTER IV 
THE PEER PROGRAM 
Description 
The health education materials used in the first 
project year (1982-83) were varied to complement skills 
of individual peer facilitators. High school peers com¬ 
pleted four phases of training. Their initial training was 
in school, totaling 18-20 hours, and included skills in 
listening, responding helpfully, feedback, and problem 
solving. The second phase, an all-day workshop at the 
YWCA, included an opportunity to examine and/or explain 
a variety of materials. Space and materials were available 
from nine in the morning until eleven at night. This 
allowed for working students to come for some portion of 
the program. The day started with a welcome and overview 
which described films for preview, format for discussions, 
and explanation of the areas to be reviewed. Listening 
and feedback skills were done in written form by a 
mastery evaluation exercise. Role plays were used for 
group dynamics, simulating elementary group behaviors. 
Assessment tools were also explored and used. Scheduled 
breaks were both at the YWCA and downtown for lunch, 
nearby. An adult volunteer and school guidance counselor 
were available and assisted the students and the Director 
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(see Appendix G). After hands-on experience at the work¬ 
shop, high school students chose what they were going to 
use for materials in the elementary schools. 
A third phase included field experience and its 
evaluation. Students made ten visits to their site place¬ 
ment. Some elected to go once a week for ten weeks; 
others, two or three times per week, completing sessions 
in one month. One male peer facilitator continued 
biweekly meetings for the entire school semester (ten 
weeks), and rotated groups of students. Others worked in 
more than one placement or with several host teachers. 
A fourth and final phase was the termination or 
closure of the project. Peer facilitators met with the 
Director at a nearby medical school, bringing with them 
written evaluations containing ideas and comments. Any 
feedback provided by the sites which peers had not already 
picked up or reviewed was shared. Some elementary students 
had written notes to the peers on the back of their 
evaluation forms. The wrap-up sessions were held indi¬ 
vidually during summer vacation. 
The 1982-83 peers elected to do group work and chose 
themes such as safety, nutrition, grooming, and problem 
solving. Kits, programmed first-aid texts, and film 
strips were available for their use. 
Guest night was included in the 1982-83 high school 
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peer support project and provided several helpful oppor¬ 
tunities to strengthen the program. An idea for parents 
night broadened to include school personnel, peer 
educators from a former peer education pilot project, 
administrators, friends, and families. 
Guest night became the formal announcement of the 
program and provided opportunity to develop adult support. 
Benefits of the guest night held at North High (1983) 
were: opportunity for prospective peers to meet age mates 
who had experienced peer education, a chance for coopera¬ 
tive group effort in organizing the affair, and added 
comfort for non-English speaking parents who could 
attend with bilingual friends or relatives. 
The Training: 1982-83 
The North High students bought or borrowed Myrick 
and Erney's Caring and Sharing: Becoming a Peer Facilitator 
book. They read chapters one through five and practiced 
an exercise in each group meeting. The book offered a 
variety of activities with clear directions on the purpose, 
materials, procedure, and hints for most activities were 
followed by a discussion and students actively partici¬ 
pated . 
The first meeting focused on self (Who am I?) and 
contemporary youth problems (What's happening with today s 
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youth?). Chapter two introduced specific skills and facts 
on human behavior and interpersonal relationships. The 
peer facilitators quickly personalized the exercises and 
the class became a support group where individuals dared 
to trust and self—disclose. With all three project groups, 
use of skills and practice in class allowed for this cohe¬ 
sive process which made use of the text without planned 
field experience a valuable classroom tool for health 
education. Matters disclosed often related to family 
dysfunction, risk taking, and leisure time dilemmas. 
Students were discrete and sensitive to each other's needs. 
The third session was a review and became group 
practice for attentive listening. The art of listening 
was presented in six parts: focus on and awareness of 
person speaking, differentiating between comfortable and 
uncomfortable feelings, understanding, selecting, and 
avoiding labeling or judging. 
Students recognized their strengths, coaching each 
other when they observed any poor listening occurring 
between members. Written exercises were done in chapter 
four, Facilitative Responses. Students felt anxious 
about "saying something wrong" when in a field placement. 
Extra time was allotted as some felt insecure about their 
ability to "turn" a question into an assumptive statement 
which clarified or summarized the speaker's thoughts and 
feelings. 
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Individuals in the group started field placements 
while the whole group worked on chapter five (Facilitative 
Feedback). The remaining four chapters (Responsible 
Decision Making, Assessing Self and Others, Getting Ready 
to Help, and Problem Moments) became practical methods 
of dealing with daily experiences of the peer facilita¬ 
tors. The workshop culminated in formal use of the text 
and didactic class sessions. Although some students were 
unable to attend, those who did moved rapidly and con¬ 
fidently into field placements. Anticipation and excite¬ 
ment made the supervision and support groups equally 
beneficial to all participants. Whether or not peer 
facilitators were at a site, they attended both sessions 
as often as possible. Networking, sharing, and arranging 
transportation structured the format of remaining group 
sessions. 
Evaluations were singularly positive from both peers 
and site staff. Because one peer facilitator, on invita¬ 
tion from the Mother Superior, maintained a relationship 
with the school after the project terminated, his evalua¬ 
tion forms were not distributed. The parochial system 
started summer vacation earlier than North High School and 
the forms were overlooked in the school office. (See 
Appendices H and I, respectively, for adult and student 
evaluation/effectiveness forms. 
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Closure was conducted after the end of school. Peers 
met with the Director in the library of a nearby medical 
school. Interview questions were mailed in advance 
indicating the purpose of the meeting (see Appendices J 
and K, respectively, for letter and interview questions). 
Summary of Elementary Student Comments 
The Peer Facilitator Effectiveness Inventory (PFEI), 
distributed to elementary schools after the project, 
indicated elementary students strongly agreed (or agreed) 
the group sessions were interesting. The PFEI form (see 
Appendix I) contained twenty questions, rated from 
strongly agree to strongly disagree. Also solicited were 
open-ended statements and comments about what young 
students liked most and least. Groups of ten responded, 
and the percentage figures used to describe results are 
estimates which include the range of responses from several 
schools—Gage, Belmont, and Dartmouth. 
Typical statements written by students telling what 
they liked best were: "learning about stroke," "no put 
downs," "when we learned about shock," "talking with others," 
"he was nice to me," "I learned more" and "more relation¬ 
ship," "love her a lot." Typical comments about what was 
liked least were: "liked everything," "always liked but 
kids talking made Ann mad," "nothing," "when she yelled 
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at us," "when we couldn't get the record player fixed," 
and "need more time." 
Elementary students thought high school peer facili¬ 
tators could help them by: "coming to schools and telling 
everybody what he told me," "asking questions," "especially 
to disturbed kids," "showing them how to do stuff," and 
"listening." 
Seventy to one-hundred percent of elementary students 
agreed or strongly agreed that group sessions were 
interesting; members listened, participated, and felt 
comfortable. Sixty to ninety percent agreed or strongly 
agreed that the facilitator was interested in them, 
never put them or their ideas "down," treated them like 
a friend, and was enthusiastic. 
Sixty to ninety percent believed their experience 
with the peer facilitator changed their attitude, helped 
them enjoy school more and to get to know others better, 
and increased their understanding. Most young students, 
fifty to seventy percent, would recommend a similar 
experience for others and many wanted to be peer facilita¬ 
tors some day. Only thirty to forty percent believed 
their behavior changed as a result of their experience in 
the group. Most answered they were unsure if their behavior 
changed. 
The teacher evaluation (Teacher/Host Peer Facilitator 
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Evaluation Form, Appendix H), contained four rated state¬ 
ments and three incomplete opinion sentences. All five 
teachers strongly agreed or agreed they were glad to have 
a facilitator work with their students. One was uncertain. 
Three of the five felt the facilitator had been well 
trained; two were uncertain. All reported students looked 
forward to the facilitators being in class, and all felt 
their presence was worthwhile. If asked about the peer 
facilitators, a host teacher stated s/he would say, 
"My experience was very positive." One suggested "a short 
wrap-up of the entire class." Most high school peer 
facilitators worked with groups of ten, rotating after 
completing five sessions. Under concerns, host teachers 
listed: "Having children out of the room too often, 
too long," "maturity and enthusiasm of peer make or break 
program," "I would not hesitate to stop program immediately 
if . . . not working to the advantage of students." One 
teacher concluded her evaluation by stating, "Our peer 
facilitator was a charming, sensitive, warm person." 
The dual benefit of giver and receiver in peer pro¬ 
jects became evident when high school students could 
return to the same site the following year. Confidence 
and enthusiasm of a returning peer were noted by the 
school principal and the elementary students regarded par¬ 
ticipation in the project as a special privilege. 
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Selecting peer facilitators from several grade levels 
created this opportunity and motivated, trained peers 
continued and advanced their skills. They also aided 
in recruitment, screening, and training of new peer 
facilitators. The formal and informal feedback indi¬ 
cated the elementary sites had favorable experiences with 
the peer health project. 
Specific Worcester Students 
Table 10 summarizes the various and unique conbri- 
butions of the first group of North High School peer 
facilitators. This information was recorded in their 
journals. Students' names were changed to provide con¬ 
fidentiality. Summary statements are drawn from their 
fourth phase interviews along with the written and oral 
comments offered by field placement adults and children. 
Evaluative responses of the high school peer facili¬ 
tators made references to heightened awareness of self 
and others (using self-appraisal tools and receiving 
site and peer feedback), benefit from experiencing skills 
learned whether or not completing all phases of the 
program (training sessions, workshop, and in-school peer 
support/supervision sessions), and application of skills 
in other areas of their lives (at home, in school, and in 
the community). The most active high school peer 
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facilitators were also active in other areas of school and 
community life such as Leonardo in sports, Ann in art 
competition, Paco in a school-based job skills program 
called Jobs for Bay State Graduates, and Elba in singing 
competitions. Paco won an award for leadership skills in 
the Jobs for Bay State Graduates program. 
This first group of peers set high standards for 
personal grooming and fashion. The males usually wore 
suit jackets and ties; the females wore dresses, heels, 
and/or strikingly coordinated popular fashions. Their 
attendance records were excellent, without significant 
contrast before or after the project. Ida and Leonardo 
shared unique outcomes in their personal responses: Ida 
in her utilization of support for personal growth and 
gaining confidence in language skills and Leonardo in his 
personal decision to abstain from smoking during his 
elementary site experience. None of the other peer facili¬ 
tators were smokers. Elementary school children's 
responses were universally positive (see Appendix I for 
summary on evaluation instrument used) and included many 
personal notes, pictures, and comments for the individual 
peers. 
Role of Program Director 
The positive outcomes of the first peer facilitation 
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project inspired the Director to advertise and recruit 
peers from North High School the following school year. 
Seed money from a local merchant helped the original group 
pay for the workshop and for most of the materials used. 
On the basis of the first year's success, the Director 
successfully competed for a mini-grant that a group of 
local industries sponsored with the Worcester School 
Department. Only the high school peer facilitators 
transportation to field sites remained an obstacle in the 
second year project. Parent anxiety, unreliable cars 
(student owned), and a change in the Director's job assign¬ 
ment created challenges to be overcome the second year. 
Implications for Education 
The experiences of the project over two years sug¬ 
gested a number of implications for schools and education 
of adolescents. The high school peer facilitators in the 
first project were secure in content (health education) 
because they each had successfully completed the course 
and had the recommendation and/or support of their health 
teacher. The students volunteered and were highly moti¬ 
vated to succeed. Project students used self-appraisal 
inventories as goals for self-improvement, recognizing an 
opportunity for personal growth through challenge. Average 
students need not be excluded from peer programs. Health 
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education at high school was enhanced by a peer project. 
Adequately supervised and supported, high school peers 
can supplement and complement elementary school health 
programs both formally using content of prepared kits, 
and informally using group discussion formats. Utilizing 
the same skills within a health class also proved to be 
beneficial without a cross-age peer teaching component. 
Having multicultural representative high school 
peers may be a particularly positive element for any 
large industrial city school contemplating peer health 
work. At North High School, the in-school training and 
support group was enriched by student diversity and of¬ 
fered realistic and valuable content when learning and 
practicing communication and problem-solving skills. 
North High School Content and Outcomes 
North High School staff and students continued the 
struggle to overcome an old reputation of a poor physical 
facility (despite moving to a newer building on Harrington 
Way). Because parents of prospective freshmen still con¬ 
sidered sending their children elsewhere, North High School 
held an open house for parents and students of Worcester 
East Middle School. Prior to the open house, East Middle 
students were brought during class time to see North High 
in everyday operation. 
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Every opportunity was taken by staff and students at 
North High School to project a realistic image of the 
school. Peer work remains an excellent source of communi¬ 
cating a positive message from student to student. 
The North High School peer facilitators offered 
another means to influence positively elementary feeder- 
school children to come to North High School. To date, 
the number of high school facilitators remains too small 
to measure impact. What peer facilitators report as their 
positive experiences can be viewed as an indication of 
potential future effect. The feeder-system design of 
this particular high school made peer work a particularly 
exciting program with potential for expansion (see Table 
8 for feeder system). 
The school-wide smoking survey done at North High 
School by the health students generated interest and 
curiosity of many students. Posting the results in cor¬ 
ridors and having health students report results to their 
homerooms created a supportive climate for students who 
volunteered to participate in cross-age tutoring as an 
individual class project. Students, staff, and admini¬ 
strators supported the group effort and smoking prevention 
became a large-group focus. Students discussed the results 
and were enlightened by the data. Tables revealing the 
results of the North High School students' actual smoking 
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data are included in this chapter (see Tables 11 through 
15). 
TABLE 11 
COMPARISON BY SEX OF NORTH HIGH SCHOOL STUDENT 
SMOKERS AND NON-SMOKERS BY PERCENT 
Smokers Non-Smokers 
Number of Students 
Surveyed 
Male 26.5 73.5 238 
Female 40.0 60.0 280 
Total 33.8 66.2 518 
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TABLE 12 
BACKGROUND ANALYSIS OF NORTH HIGH SCHOOL 
SMOKERS AND NON-SMOKERS BY PERCENT 
Total 
Smoking Non -Smoking All 
Background Student Student Students 
Male Female Total Male Female Total 
Sex 26.5 40.0 33.8 73.5 60.0 66.2 100 
One smoking 
parent 78.4 69.4 75.1 65.5 55.4 60.6 65.5 
Divorced 
parents 44.4 39.4 41.3 24.3 25.7 25.0 30.5 
Smoking 
friends/50% 77.0 91.1 86.1 45.7 58.2 51.8 63.4 
Girlfriend or 
boyfriend is 
smoker 50.8 56.5 54.5 27.8 24.1 26.0 35.5 
Attend church 
at least once 
a month 55.6 55.0 55.2 54.6 65.1 59.7 58.2 
Ever been 
suspended 
from school 61.7 52.3 55.7 35.1 16.8 26.2 36.1 
Ever seriously 
run away from 
home 19.4 21.6 20.8 8.1 6.1 7.1 
11.7 
Number of Males 
Number of Females 
Total Number of Smokers 
Total Number of Non-smokers 518 
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TABLE 13 
altitudinal ANALYSIS OF NORTH HIGH SCHOOL 
SMOKERS AND NON-SMOKERS BY PERCENT 
Total 
Smoking Non- -Smoking All 
Attitudes Student Student Students 
Male Female Total Male : Female Total 
Participate 
in sports 
regularly 65.1 38.5 48.3 69.8 53.0 61.5 57.0 
Grades A+B 37.1 29.2 10.9 44.9 54.0 32.7 43.5 
C+D 46.8 44.3 15.3 32.9 21.7 18.1 33.5 
Combo 16.1 26.4 7.7 22.2 24.2 15.3 23.0 
"Hate School" 43.1 50.5 47.9 32.4 25.7 29.1 35.2 
Drink alcoholic 
beverages once 
a week 61.9 59.8 60.6 23.6 21.6 22.6 35.5 
One extra¬ 
curricular 
activity in 
school 41.0 41.3 41.5 39.7 40.7 40.2 40.6 
Too much life 
regulation in 
America 33.9 39.6 37.5 23.8 28.3 26.0 
29.8 
Smoke mari¬ 
juana at 
least 
monthly 65.1 47.3 53.7 18.3 15.0 
16.7 29.2 
Ever drunk 
on alcohol 81.0 75.7 77.6 46.0 37.5 
41.8 53.9 
Number of Males 
Number of Females 
Total Smokers 
Total Non-smokers 
238 
280 
238 
518 
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TABLE 14 
ANALYSIS OF PERSONAL GOALS OF NORTH HIGH 
SCHOOL SMOKERS AND NON-SMOKERS BY PERCENT 
Total 
Personal 
Goals 
Male 
Smoking 
Student 
Female Total 
Non-Smoking All 
Student Students 
Male Female Total 
Attend college 50.8 48.6 49.4 60.6 61.3 60.9 57.1 
Plan to have 
own business 57.1 25.2 36.8 81.0 65.0 42.9 40.9 
Care if own 
children 
smoke 82.0 86.5 84.9 86.8 89.9 88.3 87.2 
Have fun now 
and forget 
the future 32.3 24.3 27.2 16.7 18.0 17.3 20.6 
Sex after 
marriage 
only 22.2 31.8 28.3 23.3 53.7 38.1 34.8 
Plan to enter 
health 
profession 24.2 25.0 24.7 20.6 35.7 28.0 26.9 
Identify with 
Women's Lib 38.7 62.2 53.8 37.1 63.6 50.1 
51.4 
Plan to live 
beyond 70 69.8 70.3 70.1 82.9 83.7 
83.3 78.8 
Number of Males 238 
Number of Females 280 
Total Smokers 238 
Total Non-smokers 518 
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TABLE 15 
ANALYSIS OF NORTH HIGH SCHOOL HEALTH FACTS OF 
SMOKERS AND NON-SMOKERS BY PERCENT 
Health Facts 
Smoking 
Student 
Total 
Non-Smoking All 
Student Students 
Male Female Total Male Female Total 
Smoking less 
risk for women 
than men 20.6 24.3 23.0 21.8 19.8 20.8 21.6 
Air pollution 
harmful as 
smoking 54.0 70.5 64.6 69.1 63.1 66.2 65.6 
Quit smoking 
when symptoms 
appear 65.1 66.1 65.7 72.7 76.6 74.6 71.6 
Smoking harm¬ 
ful to unborn 
babies 83.9 88.3 86.7 86.0 89.2 87.6 87.3 
Low tar 
cigarettes 
eliminate 
risks of 
smoking 30.2 27.0 28.2 24.5 23.5 24.0 25.4 
Cancer and 
heart disease 
only risks 
from smoking 17.2 23.1 21.1 28.7 24.8 26.8 24.9 
X-rays effec¬ 
tively diag¬ 
nose lung 
cancer 54.1 58.2 56.7 55.2 56.5 55.8 
56.1 
Non-smokers 
physically 
harmed by 
smoker's air 
pollution 80. e I 85.6 83.8 81.7 82.2 
81.9 82.5 
Total Numbers: Males 238, Females 280; Smokers 238, Non 
smokers 518 
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Peer influence was the most potent factor in the case 
study and remained the most promising and exciting indi¬ 
cator for further research. The simple act of students 
conducting a smoking survey generated months of activity 
and an accumulation of useful data. The health cur¬ 
riculum was roused with speculation and spontaneous re¬ 
search. As the smoking survey that health students 
conducted indicated, many social, emotional health issues 
interplay with the physical act of smoking (see Appendix 
A). Background data showed that students who smoked were 
likely by percentages to have had divorced parents, had 
a girl/boy friend who smoked, been suspended from school, 
and had seriously run away from home (see Table 12). 
Ninety-one percent of the smoking females reported half 
/ 
of their friends smoked. Social sub-groups were prone 
to believe "everyone at North smokes" and some females 
were surprised by the actual survey results. The attitudes 
section of the survey also highlighted the complexity of 
youthful drug experimentation which can potentiate 
habituation. Higher percentages of students who smoked 
also reported using alcoholic beverages weekly and smoking 
marijuana at least monthly. Smoking females were less 
likely to participate in sports than their non-smoking 
classmates. Life-style patterns and choices became aligned 
with peer association and identification. Non-smokers, 
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male and female, reported achieving a greater percentage 
of "A" and "B" grades in courses. Self-esteem and self- 
image were considered with self-report grade achievement. 
One hundred twenty-one North health students took the 
Coopersmith Self Esteem Inventory (SEI). Many who reported 
low grades also scored low on the SEI. Levels of self¬ 
esteem and self-image correlated with health behaviors 
(Sorochan and Bender, 1978), but no data analysis was 
done in this study. 
The 1982-83 peer health facilitators gained their 
support solely from within their own group and from 
the Project Director and one guidance counselor. No 
large health projects were in progress and they maintained 
journals which also served as support/supervision tools 
for both students and Director. They generously shared 
their personal journals and offered suggestions for the 
next year's peer facilitators. Each facilitator was 
interviewed in the final phase. The 1982-83 peer 
facilitators' comments and recollections are shared 
here because they are exemplary of the kind of experience 
peer facilitators can have. Each group and each peer 
had unique experiences, but the reader can gain some 
sense of the diversity of such experience through the 
journal entries and interviews of Leonardo, Elba, Mary, 
Ida, Tina, Ann, Cathy, Mario, and Paco. The names of the 
students who participated in this case study have been 
changed in order to protect the anonymity and confiden¬ 
tiality of their participation. 
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Leonardo's fondest memory of the project was of the 
group meetings of the peers themselves: "being together 
and helping each other out." He remembered the excitement 
of the evening the parents came and recalled one father 
who volunteered to drive. His uncomfortable memory was a 
day near the end of the project when the Director was 
unable to make a supervision/support meeting and the office 
did not relay the information. Leonardo felt strongly 
positive about being able to select his school site and 
theme. His one worry was that he smoked cigarettes and 
did not want young children to see him "model" such 
behavior. He gave up cigarettes while on the project. 
He described being a peer facilitator as "fun," was amazed 
at how "smart second graders are," and needed the most help 
coping with a stern nun's response to a hearing impaired 
student he tutored. He resolved his conflict by volun¬ 
teering to work with a group, therefore relating to more 
than one nun and one student. Leonardo was one of the 
students whose job interfered with his ability to attend 
the entire workshop. He suggested a shorter program 
scheduled during the warm weather. Leonardo had many 
anxieties about transportation, and his automobile very 
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often failed to get him back and forth to sites. As each 
student was asked to evaluate their own experience and 
make suggestions for continuing the project, positive and 
negative feedback was freely shared with the hope of 
encouraging others and improving the program. 
Elba enjoyed her bilingual group most. She chose 
to work with an integrated group of children, some of 
whose primary language was Spanish and some who spoke 
only English. Her first group was all English speaking. 
Her positive comments were: the "openness" the children 
demonstrated by sharing with her and with the bilingual 
group and the trust and respect children gave each other. 
Many of the children's evaluations of Elba had pictures 
drawn on the back, with personal notes of thanks and love. 
She felt particularly proud of the positive feedback and 
cooperation she received from her school site. Although 
she did not have an after-school job, she was unable to 
meet for the final phase (exit interview) because she 
was competing in vocal contests sponsored by her church. 
At her field experience elementary school site, Elba was 
respected as an assistant teacher. She assumed this 
responsibility without complications. 
Mary was active in phase one only. Her former 
elementary principal called requesting a peer facilitator 
when he recognized her name on an information sheet which 
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was given to feeder school administrators (see Appendix L). 
She found it difficult to tell the other peer facilita¬ 
tors and the Director about her need to drop out. 
Knowing she was wanted and the need for a peer facilita¬ 
tor was unmet at her grammar school might have added to 
her discomfort. In her terminal phase interview, Mary 
expressed regrets that her heavy academic schedule caused 
her to drop out of the peer project. 
Ida met consistently throughout training and peer 
support meetings, but did not have a field experience. 
Her transportation arrangements were not satisfactory. 
Ida was an effective team member and often used the group 
problem-solving skills-training time to work on actual 
situations in her daily living. Her recent immigration 
to the United States and bilingualism added valuable con¬ 
tent to the peer group. Ida planned to work with 
elementary students by co-leading a group. She felt 
insecure about her language skills which caused her to 
focus on transportation as an insurmountable problem. 
Efforts made to assist her with transportation were never 
successful due to her lack of follow through. The blocks 
seemed necessary for Ida to cope with fears of site 
experience and enabled her to continue in the group, con¬ 
tributing in her unique way. Several times after closure 
of the group, Ida asked the Director about arranging a 
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"reunion of the original peer facilitators," implying 
that she missed the support meeting component. Her 
journal and self-assessment skills were incomplete. Ida 
excelled at oral skills and maintained insecurities about 
her written work. In reality, she was a multi-talented 
student who was multilingual and extended the project 
helping skills to other students in her English as a 
Second Language class. 
Tina participated in all phases of the project. She 
combined a job opportunity with her planned nutrition 
peer facilitation program. Tina arranged to go to Gage 
Street School and co-lead with Elba at Belmont Community 
School. In her self-appraisal inventory (see Appendix D), 
she indicated she was not sure she could trust most 
people (#7), not optimistic about her future (#20), and 
was unhappy with her body (#22). Throughout the peer 
facilitation project, Tina would make arrangements with 
other peers and then hesitate to follow through. The 
group tolerated this and did not allow her ambivalence to 
jeopardize their field work. Tina finally did her own 
group by way of the Neighborhood Youth Corps (NYC). Her 
written feedback was retained. Tina appeared very self- 
assured, did fashion shows for local department stores, 
yet her actual feelings seemed to inhibit her relation¬ 
ships within the group. She was also the only Black 
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American in the group. 
Ann was the first peer facilitator to start a field 
placement. As a senior, she had a strong drive to complete 
her placement before senior activities encroached on her 
schedule toward the end of the year. Her energy and 
experience helped the group plan and problem solve. She 
also brought excitement to the group each time she shared 
her successes and failures with her elementary student 
group. Ann's field placement was her elementary feeder 
school, Dartmouth Street. This posed both advantages and 
disadvantages. Because her placement was located near 
her home and her father helped her with transportation, 
Ann was very consistent with her meetings and on time for 
her high school classes. Ann's school schedule was 
crowded, and she used her lunch module and one study hall 
to travel and work with a group. She knew what she 
wanted and needed and perhaps was an excellent planner. 
This inspired others in the group to enter their field 
experience phase in a serious and prepared manner. 
The disadvantage of Ann's site was in the elementary 
staff's tendency to "abandon" her, feeling she was 
familiar, reliable, and her group relieved a classroom 
teacher. They viewed her as a helper without offering 
her on-site support. Her host teacher wrote in the 
evaluation form, "This year I had a split grade class 
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(grade 4 and 5). Ann . . . took my fourth grade pupils 
in an empty room, therefore, I never saw her in action." 
This meant Ann had ten to twelve children in her group who 
viewed the peer facilitator project group as an "escape" 
from regular class. They acted out in ways that placed 
Ann in a conflicting role of disciplinarian/helping 
friend. She had to focus on rules and was unhappy with 
the children's persistent style of putting each other 
down. Ann felt out of character when she showed anger or 
disappointment at children's noise or hurtful speech 
towards each other. Her exit interview was rich with 
recollections--the humorous ones where she received love 
notes, and distressing ones like the day she stopped the 
class and sent them back to their regular teacher. 
In supervision and peer support group, Ann often 
expressed disappointment that the children were so in¬ 
consistent and would fall back into patterns of picking 
on each other. Her approaches were always effective and 
students openly appreciated her, yet it was Ann's nature 
to expect the best and want more positive results. She 
exemplified the responsible young person by attending all 
classes, workshop, appointments at her site, and the final 
wrap-up phase. Her suggestions for improving the peer 
facilitation project focused on publicizing it more, "get¬ 
ting the word out," and advertising. 
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Cathy was a consistent participant throughout the 
project despite continued frustrations negotiating her 
site experience. She chose to relate to the elderly as a 
friendly visitor. Her choice was based on past satis¬ 
factory experiences in a nursing care facility near her 
home where her mother had worked. The film, Peer 
Facilitators: Youth Helping Youth (Myrick, Erney, & 
Sorenson, 1976), also featured a young person relating to 
an institutionalized elder as part of the Buccholz High 
School peer program. Many appointments were made at the 
nursing home facility by the Director and the high school 
peer facilitator. The nursing home director cancelled 
several appointments, then referred Cathy's request to 
an administrative body which, after a long delay, decided 
to deny the visits on grounds of infringing on patients' 
rights. The direct care service staff knew Cathy and 
had already suggested several lonely clients as possible 
contacts. The disappointment intensified because of the 
contrast in nursing staff attitudes and the long delays. 
Cathy's next negotiations for a site experience were 
at the Worcester Public Library's children's reading room 
program. This evolved into volunteer work with the 
group. Cathy was already on the library's staff and 
worked extra hours with the children's group. She was 
not allowed to alter the library's format in the program, 
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therefore, Cathy was not responsible for a group of 
children, but applied her facilitation skills with the 
children and in her negotiations with agencies. Her 
self-aPPFaisal inventory showed two insecure areas—her 
ability to influence others, and of being happy with her 
body. Cathy seemed to challenge herself in these areas 
by following through on both goals until she was able to 
reach a satisfactory compromise. In her exit interview 
and journal entries, Cathy stated she valued the peer 
support group most. She made excellent use of the problem¬ 
solving practice sessions and also utilized the skills in 
family situations. Cathy referred to her relationship 
with her sister in particular. 
Mario completed only the first phase of the peer 
facilitation program. His presence and contribution 
influenced Elba's father. Both attended the parent orien¬ 
tation program and Elba's father was somewhat anxious 
about the high school peers traveling in each other's 
cars to school sites. Mario's crisp, polite assurance of 
care and safety for Elba allayed her father's fears. 
Mario supported and promoted the peer program even though 
he was unable to complete the project and had volunteered 
to drive. His successful soccer season filled his 
schedule and after several missed meetings, Mario main¬ 
tained only an informal relationship with the group. In 
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his self appraisal inventory he reported he was not sure 
of comfort in sharing feelings, of trusting others, and 
in assuming responsibilities, yet his group contributions 
were clear attempts to work on or overcome these specific 
feelings. 
Paco was recruited by other males in the peer facili¬ 
tation project who felt a need for balance. Leonardo, 
in particular, anticipated Mario's conflict with soccer 
and made it known he would feel uncomfortable being the 
only male. Paco missed only the first planning session 
and was unable to attend the workshop because of his 
after-school job. His initial contact with the group 
brought up many questions about possible site experience, 
transportation, and obtaining permission which the group 
quickly satisfied. Paco's zeal for the program brought 
the highest commendations from an elementary school site. 
After checking seven "unsure" areas in the self-appraisal 
inventory, Paco elected the American Cancer Society's anti¬ 
smoking kit because its structure gave him confidence. 
He practiced his sessions beforehand, always had prepared 
sheets for his student groups, and worked closely with the 
principal and classroom teachers throughout his field 
experience. 
The three males in the project were particularly 
sensitive to physical appearance. When Paco started his 
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field experience, he "dressed" for the occasion and with 
Mario and Leonardo, became a positive advertisement for 
the project. Like Ann, Paco acquired a great deal of 
feedback from individual students. He saved their work, 
using it in support group sessions to encourage other 
peers who had not begun their field experience. He 
received personal notes from students by way of the 
principal or classroom teacher—some thanking him for 
a particular program and one apologizing for having to 
be absent from a meeting. 
Gage Street School, Paco's chosen site, developed a 
flow plan where he was able to meet with all of the sixth 
grade students in groups of five or ten. The principal 
structured the groups so Paco had the advanced, highly 
motivated students first which insured a good experience 
for the peer facilitator and set a status goal for other 
students who anxiously awaited their time to work with 
Paco. Unlike Ann, Paco's students were well behaved, and 
he enjoyed dual support: on-site and at North High School 
with his peers. The Gage Street School site placement 
continued to host peer facilitators for the following two 
years (to date) and remained a positive experience for the 
high school peers. Each high school peer facilitator using 
the Gage Street School site has used the American Cancer 
Society's anti-smoking kit, "Health Network." 
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Second Year 
North High School's second year peer health facilita¬ 
tion project used the same basic training package, based 
on the Myrick and Erney student handbook, Caring and 
Sharing and the leader manual, Youth Helping Youth. 
Student recruitment using the school newspaper as 
in the previous year did not result in a solid group 
response. One by one, students came for information 
about the project. After-school meetings were suggested 
by these students because their schedules were reduced 
in study hall periods and they would need continued 
excuses to leave other classes to attend training. 
The consent forms were explicit to the skills and 
training requirements (see Appendix C for consent form 
and training information). Other changes in the school 
health education program appeared to affect recruitment. 
Administratively, after 1984, health education was 
only offered at the ninth grade level and the junior high 
school program was eliminated. As a result, the Program 
Director moved from the junior high school level to North 
High School. The Program Director became their classroom 
health teacher. The former health education teacher was 
reduced to another position within the building. These 
changes created confusion and uncertainty for students and 
the Director that ultimately had dramatic effects on the 
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peer health facilitation project. 
With little possibility of using the training package 
during school due to the schedule changes of students and 
Director, the training model was restructured and presented 
within the context of the ongoing health curriculum. 
This decision was made in preference to discontinuing 
the project. Based on spontaneous peer support experienced 
with junior high school students, the Director concluded 
something could be gained by formalizing peer support 
within the curriculum. In junior high school health 
classes, students frequently brought up issues which were 
universally important enough to preempt the planning 
lesson. Students discussed such issues as running away 
from home, and coping with alcoholism and abuse in the 
family. They assisted each other in anticipating conse¬ 
quences, and exchanged factual information from their 
life experiences. 
The initial effects of the changed model seemed 
negative. There was no core group of peer facilitators. 
The after-school workshop was eliminated and the Project 
Director assumed combined responsibilities with limited 
contact with elementary feeder schools. In addition, the 
majority of the previous peer facilitators had graduated, 
leaving a void for enthusiastic student-to-student 
Because the Director had been involved in recruitment. 
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a pilot junior high school peer program, the first North 
High School peer facilitators were able to meet the junior 
high pilot students (who were then at Doherty Memorial 
High School) at their parent orientation night. Several 
came and their contribution, which was very informal, 
proved to be a key component of the original training 
package. 
In the second year there was no parents night, nor 
was there a meeting of former students who had experienced 
peer work. Another change, viewed as a loss by the 
Director, was the absence of contact with elementary 
principals. When initiating the North High School peer 
facilitation project, the Director was invited to attend 
a quadrant meeting addressing all administrators of the 
North High School feeder system (see Appendix L). 
Repeating this informational meeting may have averted 
the difficulty which arose with data collection. 
Without a solid group of interested students, the 
Director elected to initiate the first phase of training 
as a unit in health class. Listening, feedback, and 
problem solving skills were taught and practiced by all 
students. At the end of the skills training, the peer 
facilitation film was shown to the health students. The 
project skills were integrated into the regular health 
curriculum in conjunction with the health textbook chapters 
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on relationships and mental health. Interest increased. 
The site phase of the peer facilitation project was 
offered as an elective in the drug education unit. A 
project was required and students chose from a wide range 
of collective ideas. The peer facilitation project was 
remodeled as a structured anti-smoking program using the 
American Cancer Society's kit ("Health Network," 1979). 
Health students made three or more visits to an elementary 
feeder school after negotiating the time and place with 
the feeder school principal and a classroom teacher. 
Gage Street School, Belmont Community School, Roosevelt 
School, and Dartmouth Street School were selected by the 
students. 
The second year project students universally reported 
feelings of excitement and high anxiety which stemmed from 
strong feelings or responsibility working with younger 
children. Only one student requested a longer site 
experience. By contacting guidance and planning with the 
Project Director, Pam was able to return to her site 
placements, maintaining the peer health project into the 
1984-85 semester. 
The actual effects of the changed model were sup- 
prisingly positive. Those students who elected to go out 
to the schools formed cooperative pools, managed trans¬ 
portation difficulties, were extremely supportive of each 
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other, and engaged in many sub-groups of support with 
modest supervision from the Director or the building's 
administrators. Offering the content of the Caring and 
g-haring (Myrick & Erney, 1978) workbook gave opportunity 
for many more students to learn the skills. The exercises 
promoted trust, cohesiveness, and high interest in the 
classroom. The health class became a more enjoyable set¬ 
ting with an enriched curriculum (see Table 16). 
Conclusions 
Working with adolescents in an urban school brought 
up major questions discussed in this case study; how to 
meet the need for more meaningful curricula, utilize the 
potential for constructive use of peer pressure, and impact 
the leading causes of death of young people. All of these 
elements appeared central to the health and safety class 
program. Concerns would arise that were not in the text, 
but important enough to preempt the planned lesson. When 
distressed students struggled aloud with family conflict 
and plotted runaway plans, other student gave respectful 
attention, offered spontaneous empathy/support, and sound 
experiential advice. 
This researcher expected the use of peer facilitation 
in a classroom setting would prove to be a rational con¬ 
nection between these adolescent realities and the health 
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TABLE 16 
ALTERATIONS IN THE NORTH HIGH SCHOOL 
PEER FACILITATION MODEL 
First Year Second Year Third Year 
Recruitment Polar Bear Facts, 
School Newspaper; 
Referrals from 
classroom health 
teacher, Guidance 
Department and 
Principal 
Film; class 
project 
opt ion 
Volunteer 
Support and 
Funding 
Local merchant Mini-grant Volunteer 
driver 
Number of 
Students 
10 7 1 
Materials American Cancer 
Kit; Basic First 
Aid Books; posters; 
and Health Network 
Kit 
Health 
Network 
Kit 
Health 
Network 
Kit; 
Dukane 
Proj ector 
Sites 6 sites 3 sites 2 sites 
Skills 
Training 
20 hours 1 month 1 month 
Workshop all day none none 
Had Field 
Experience 4 6 
1 
Transporta¬ 
tion 
Students; Director; 
parent; and 
volunteer 
Student; 
Director; 
volunteer 
Volunteer 
Wrap-up August all sub¬ jects interviewed 
In class as 
required for 
class assign¬ 
ment 
Interview 
Data 
Collect ion 
Self-report and 
site 
Material 
purchased 
Self- 
report 
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education format. The hope was that this case study would 
demonstrate that peer support could be legitimately and 
effectively used in a traditional health education course. 
The actual outcomes could be applied to any school 
health setting where an energetic Director was offered 
opportunity or support to initiate a peer health project 
(Davis et al., 1977). The use of peer support proved a 
flexible tool, and was modified each of the three years 
to meet specific needs of the students, the school, and 
the Director. This indicated the ease with which other 
educators or researchers in urban or suburban schools could 
adapt peer health projects to meet their individual goals 
or needs. 
Some suggestions that became evident and could be 
shared with others contemplating a similar project are: 
(1) Select safe topics for peer facilitators' 
use in cross-age work, like smoking 
prevention. Non-threatening topics can 
be important to health and generate 
interest. Other material will arise as 
peers build rapport quickly. 
(2) Maintain regular supervision and support 
for peer facilitators. 
(3) Gain support of administrators, parents, 
and allied health agencies like medical 
schools, Cancer Society, Lung Association. 
Involve parents and other interested 
adults. They are most helpful when 
transportation problems develop. 
Use consent forms to protect subjects 
and gain administrative sanction. 
Request meetings with parents at PTA 
meetings or orientation days already 
planned. Volunteer as a guest speaker, 
explain your program, and get consents 
directly to parents. 
Seek funding to allow for purchase of 
individual texts for student participants 
and plan comfortable, centrally-located 
workshops for peers and supporters. 
Working with smaller number of students 
allowed for flexibility, with open-ended 
use of resources and choice. More 
supervision was possible on an individual 
basis. 
Larger groups received less supervision 
due to numbers, but using structured, 
well prepared kits and uniform materials 
provided security for peers and quality 
control for the project. 
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(9) Be open for multiplier effects (Finn, 
1981) of other informal, positive out¬ 
comes. Other student groups, like 
the Students Against Drunk Driving 
(SADD), sought out the health Project 
Director as a resource and joint programs 
resulted. 
(10) The resulting climate of trust which came 
from class groups learning support skills 
allowed students to bring up and discuss 
racial conflict and family conflict issues 
which were thoughtfully discussed, en¬ 
riching the regular assigned chapters in 
mental health and boy/girl relationships 
(Felice & Carolan, Unit I). 
(11) Special education students responded well 
to the safer environment created when peer 
support skills were used during regular 
health class sessions. Teacher modeling 
and practice during role plays were part 
of the multiplier effect (Finn, 1981) at 
North High. 
(12) Many instruments are now available to measure 
peer projects' effects as well as tools for 
individual student assessment. Those 
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recommended by this researcher are: 
Coopersmith's Self-Esteem Inventory, 
Barb Beier's Wellness Behavior Inventory, 
the CAAP scale, and the PAL-C and PAL-H 
self-assessment tools. Pre- and post¬ 
testing would give participants personalized 
data as well as data for the researcher. 
(13) A final multiplier, or noted benefit, in 
the North peer health project which others 
could note or measure was the excellent 
school attendance of the peer facilitators. 
CHAPTER V 
SUMMARY, FUTURE RESEARCH, AND CONCLUSIONS 
Summary and Implications 
Schools can foster the positive traits of youth. 
Project students were given the opportunity to act 
responsibly in active rather than in passive/conforming 
ways. Designing more satisfying alternatives, like peer 
facilitation, for young people is a challenge to schools 
and communities committed to positively affecting lives 
of youth. 
Based on evidence from the peer facilitation project 
at North High School, peer health work was a viable 
program for the Worcester Public Schools. Small groups 
of peer facilitators will not eliminate nor greatly 
impact a problem like cigarette smoking, but the use of 
cross-age peers and utilization of positive peer pressure 
added a meaningful process within which change could occur. 
Peer health projects like North's that focused on 
smoking prevention, had several advantages—materials, 
public acceptance, and student readiness. The American 
Cancer Society made available prepared, free, anti¬ 
smoking worksheets, games, and audiovisuals. The public 
had a calm approach to the drug, nicotine. Smoking 
projects did not arouse anxiety like alcohol education 
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projects which sometimes restimulated frightful personal 
experiences of adults. School administrators and parents 
knew smoking begins as a natural curiosity with the 
potential of becoming a costly health hazard, therefore 
the project was seen as a worthy undertaking. When 
elementary students who are just experimenting with non- 
sanctioned smoking meet formally with high school students 
who have made informed choices about smoking, programs 
can capitalize on age and stage factors of both groups. 
Away from the high school environment where smoking was 
a status or compensatory behavior, health students assumed 
a role of non-smoking models, perceiving this role as 
correct behavior. Peer facilitators were acutely aware of 
their ability to influence younger children. 
One drawback noted in the North High School peer 
project was a duality of roles. For example, the student 
had the role of disciplinarian as well as helping friend, 
and the dual role of the Project Director who also became 
the classroom education teacher. North High School peer 
facilitators valued supervision and worked well with each 
other after, during, and before field experiences. Super¬ 
vision is a vital component of peer projects; without it, 
projects may fail. The Worcester Supervisor of Health 
and Physical Education described an incident in a junior 
high school where a peer project was initiated in a health 
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education class as part of their unit on drug abuse. 
Students requested a meeting without supervision which 
was observed to be negative and the entire project was 
eliminated on that basis. A final conclusion about the 
blocks that hinder peer projects is the issue of transpor¬ 
tation. The North High School peer facilitation project 
managed in areas of transportation only because parents 
and volunteers could supplement. A large high school 
health peer project would need school help and support 
with transportation such as a mini-bus and flexibility of 
director's schedule. 
Future Research 
Further research is indicated—in order to substan¬ 
tiate implied benefits to students, in order to impress 
parents and elicit their support, in order to influence 
school committees and department heads to the validity 
of peer health projects, and in order to justify and 
appeal for funding. In the North High School peer facili¬ 
tation project, base-line information was amassed. Good 
instruments had been selected and utilized with the high 
school students. 
Because Worcester, Massachusetts, had a four section 
feeder system, valid studies could be documented with one 
of the feeder quadrants as a control and another a fully 
123 
supported, fully funded peer health project starting in 
the elementary grades. Middle school with peer facili¬ 
tators in addition to high school peers could return to 
their feeder systems to work with younger students. The 
results could be measured over several years. The poten¬ 
tial for measurable effects exists in Worcester, 
Massachusetts. Positive impact experienced and docu¬ 
mented could be applied to any city in the United States. 
The problem of youth deaths and increasing health problems 
among younger and younger children are not unique to this 
geographic area. 
Conclusions 
Peer support in public high school became one method 
of coping with the difficulties some adolescents experi¬ 
enced within the school environment. Mastering a major 
task of adolescence such as self-identity or self¬ 
definition baffles some young people and results in mild 
coping adjustments like boredom and apathy, to more 
alarming maladaptive coping like substance abuse and 
suicide. High school environments can be alienating 
(Bergman, Siff, Belenick, 1980), and some students who 
are insecure within their own family structure attend 
school feeling frightened, confused, and sad (Romano, 
1985). If these students do not succeed in academic 
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areas, socialization becomes paramount. This peer support 
project suggested that such groups helped meet needs and 
gave some students opportunity to reach out to others 
(Romano, 1985). Separate research done at North High 
School revealed students' awareness of isolation and needs 
for programs which offered meaningful activities. Peer 
facilitation projects were cited as offering one positive 
alternative within the complex, and sometimes perplexing, 
school environment. 
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"Peer Polls" 
TALLY SHEET FOR SMOKERS VS. NON-SMOKERS 
79-327 
Directions: When Questionnaire sheets have all been com¬ 
pleted, tabulate the totals for each of the 8 
questions on the 4 different panels by totaling 
the different answers on this Tally Sheet. 
As an example, have one person read the answers 
from each questionnaire sheet and another per¬ 
son mark the answers on this Tally Sheet. Use 
only percentages of Yes answers for Smokers 
and percentages of Yes answers for Non-Smokers 
for making graphs for display panels. 
Level: Please circle your status in the school. 
STAFF 
9TH 10TH 11TH 12TH 
GRADE GRADE GRADE GRADE 
I . 
II . 
BACKGROUNDS 
1. Sex: Male Female 
SMOKERS 
2. One smoking parent 
3. Divorced parents 
4. Smoking friends, 50% 
5. Girlfriend or boyfriend 
(husband or wife) is smoker 
6. Attend church (at least once 
a month) 
7. Ever been suspended from school 
8. Ever seriously run away from 
home 
ATTITUDES 
1. Participate in sports regularly 
2. Grades: A's and B's 
C's and D's 
3. "Hate school" 
4. Drink alcoholic beverages once 
a week 
5. One extracurricular activity 
in school 
6. Too much life regulation in 
America 
YES NO 
NON- 
SMOKERS 
YES NO 
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II. ATTITUDES NON- SMOKERS SMOKERS 
III . 
IV. 
YES NO 
7. 
8. 
Smoke marijuana at least 
monthly 
Ever drunk on alcohol 
PERSONAL GOALS 
1. Attend (or attended) college 
2. Have own business (or plan to) 
3. Care if own children smoke 
4. Have fun now and forget the 
future 
5. Sex after marriage only 
6. Plan to (or did) enter 
health profession 
7. Identify with Women's Lib 
8. Plan to live beyond 70 
HEALTH FACTS 
1. Smoking less risk for women 
than for men 
2. Air pollution harmful as 
smoking 
3. Quit smoking when symptoms 
appear 
4. Smoking harmful to unborn 
babies 
5. Low tar cigarettes eliminate 
risks of smoking 
6. Cancer and heart disease only 
risks of smoking 
7. X-rays effectively diagnose 
lung cancer 
8. Non-smokers physically harmed 
by smokers' air pollution 
YES NO 
Credit: Health EdCo, Inc. 
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POLAR BARE FACTS 
WANTED: Ten to twenty students who are in health education 
class (or have successfully completed the same), 
and have the following characteristics: CONCERN 
FOR THE WELFARE OF OTHERS, ABILITY TO LISTEN AND 
TO UNDERSTAND OTHERS, FLEXIBILITY, SELF-CONFIDENCE, 
DEPENDABILITY, HONESTY AND LEADERSHIP POTENTIAL. 
FOR: A pilot Peer Facilitation Project at North High 
School, with a potential of outreach to feeder 
schools and nearby community agencies. 
WHAT: Is peer facilitation????? It is helping others. 
People today are struggling to get along in a 
fast-paced, rapidly changing world. Peer facili¬ 
tation is a plan of action for organizing and 
implementing a program of caring about people. 
Youth Helping Youth is a leadership plan designed 
by Robert Myrick and Tom Erney. 
For nine weeks, students learn facilitative skills 
which promote growth and development. After 
training, students work as facilitators with young 
children in elementary schools. It is a program 
of caring and sharing. 
HOW: Can you become a facilitator????? Candidates 
recommended by administration, health teacher, 
other teachers and self will be invited to an 
orientation session and screening. 
WHEN: Early December. 
WHERE: In guidance suite. 
WHO: Should you contact? Shirley Carter (UMass, Amherst), 
Mr. Romano, Mr. Dougal, or Dr. Wells. 
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SCHOOL YEAR 1984 to 1985 
Dear Parent/Guardian: 
I, Shirley F. Barrow Carter, am a student at the 
University of Massachusetts at Amherst conducting a case 
study on peer support in a public high school. The results 
of the study (research) will be used in my doctoral disser- 
tation. 
I am a health teacher in the Worcester Public Schools 
and a professional registered nurse with interests in 
quality preventive health services and health education. 
My case study involves high school health education 
students working with elementary students, helping to build 
self-esteem, lead group discussions, and share information 
about safety and smoking prevention. Your son/daughter has 
volunteered or been invited to participate in this study 
and your consent is requested. 
The goal of the study is to encourage exemplary high 
school students to model healthy living choices while doing 
group work in the above content areas. Peer work (youth 
helping youth) is an interesting learning method which will 
hopefully be an exciting learning experience for both 
elementary and high school students. 
The research project your child will be involved in 
includes paper and pencil self-assessment tests on life¬ 
style (youthful healthy living inventory) and self-esteem 
(how students feel about themselves). Any student can 
withdraw consent at any time by their own choice or at the 
suggestion of their parent. Student participants can 
"pass" (choose not to respond) during any meeting or activ¬ 
ity. 
After peer facilitator training, high school students 
will be traveling from North High School to elementary 
sites. Neither the school, the student drivers, nor adult 
volunteers can assume responsibility for risks associated 
with transportation. 
BECAUSE THERE IS THE POSSIBILITY OF SOME PHYSICAL 
INJURY AS DESCRIBED ABOVE AS A RESULT OF THE PROCEDURES OF 
THIS EXPERIMENT, THE U.S. DEPARTMENT OF HEALTH, EDUCATION 
AND WELFARE REQUIRES THAT I INFORM YOU THAT THE UNIVERSITY 
OF MASSACHUSETTS WILL NOT PROVIDE SPECIAL, FREE MEDICAL 
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TREATMBHT AND/OR COMPENSATION IF SUCH PHYSICAL INJURY SHOULD 
High school students will volunteer to do the follow¬ 
ing: (a) Complete 18 hours of training by attending nine 
two-hour meetings or 10 40-minute meetings plus a weekend 
workshop, mastering four skills: LISTENING, FACILITATIVE 
RESPONSES, FEEDBACK, and PROBLEM SOLVING; (b) Field experi¬ 
ence; going to feeder elementary schools for 10 meetings 
(maximum) working with children on self-esteem, safety, and 
smoking prevention; (c) Evaluation of field experience, 
reviewing skills, and added training at three planning’ 
meetings; (d) Closure; attending two wrap-up meetings, one 
at the field experience site to say good-bye. 
Questions about the project, the research, the proce¬ 
dures, and materials are answered at parent orientation 
meetings which are scheduled immediately after high school 
Peer facilitators are selected. Elementary school children's 
parents may obtain information from their school principal 
or directly from me, the Project Coordinator. 
I can be reached on campus at the University of 
Massachusetts, Amherst, through the School of Education, 
Furcolo Hall, UMass, Amherst, MA 01003, and locally at 
North High School, 150 Harrington Way, Worcester, MA 01604. 
To provide privacy and confidentiality, children's 
real names or identities will not be used. Anonymous, 
random testing will be conducted using codes to identify 
student material from various sites. 
Materials generated from the study, such as tapes, 
tests, assessment tools, comments, and interviews, will be 
used for my dissertation, journal articles, or other publica¬ 
tions or instructional purpose. 
You may withdraw consent to participate or to have 
specific information used in printed material if you notify 
me within thirty days of data collection or by the end of 
this year—1984. 
For any other use of the above materials, I will 
contact you for additional written consent. 
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Finally, in signing this, you are agreeing: 
(1) To allow your child to participate in the 
study; 
(2) That no medical treatment will be requested 
by you from the University of Massachusetts 
should any physical injury result from par¬ 
ticipating in this study. 
(3) That no financial claims will be made on me 
for use of materials generated in this study. 
(4) That I may use materials generated in the 
study as described previously. 
I, _, HAVE READ THE ABOVE 
STATEMENT AND AGREE TO GIVE MY CONSENT FOR MY SON/DAUGHTER 
TO PARTICIPATE IN THE ABOVE DESCRIBED RESEARCH STUDY. 
SIGNATURE OF PARENT/GUARDIAN DATE 
SIGNATURE OF STUDENT DATE 
SIGNATURE OF PROJECT COORDINATOR DATE 
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SCHOOL YEAR 1984 
Dear Student: 
I, Shirley Carter, am a student at the University of 
Massachusetts conducting a case study on peer support in 
public schools. The case study involves high school health 
education students working with elementary students, helping 
to build self-esteem, leading group discussions, and 
sharing information about safety and smoking prevention. 
The results of the study (research project) will be used in 
my doctoral dissertation. 
You are invited to participate in the study and will 
act as positive role models of healthy living choices. 
Peer work (youth helping youth) can be an interesting, 
exciting teaching method for both you and the elementary 
students. 
The research project includes paper and pencil self- 
assessment tests on life-style and self-esteem which you 
and the elementary students will do. To provide privacy 
and confidentiality, codes will be used to identify sources 
of data. You or any other student may withdraw consent at 
any time or choose to "pass" (not respond) during any 
meeting or activity. You may request specific information 
not be used in printed material if you notify me within 
thirty (30) days of data collection or by the end of this 
year, 1984. 
Material generated in this study such as tests, 
tapes, written comments, and interviews will be used for 
my dissertation, journal articles, or other publications 
or instructional purpose. 
After pper facilitator training, high school students 
will be traveling from North High School to elementary 
sites. Neither the school, the student drivers, nor adult 
volunteers can assume responsibility for risks associated 
with transportation. BECAUSE THERE IS THE POSSIBILITY OF 
SOME PHYSICAL INJURY AS DESCRIBED ABOVE AS A RESULT OF THE 
PROCEDURES OF THIS EXPERIMENT, THE U.S. DEPARTMENT OF 
HEALTH, EDUCATION AND WELFARE REQUIRES THAT THE UNIVERSITY 
OF MASSACHUSETTS WILL NOT PROVIDE SPECIAL, FREE MEDICAL 
TREATMENT AND/OR COMPENSATION IF SUCH PHYSICAL INJURY 
SHOULD OCCUR. 
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High school students who volunteer to participate in 
the study will do the following: 
A. Complete 18 hours of training by attending 
nine two-hour meetings or 10 40-minute 
meetings plus a weekend workshop, mastering 
four skills: LISTENING, FACILITATIVE 
RESPONSES, FEEDBACK, and PROBLEM SOLVING; 
B. Field experience; going to feeder elementary 
schools for 10 meetings (maximum) working with 
children on self-esteem, safety, and smoking 
prevention; 
C. Evaluation of field experience, reviewing 
skills, and added training at three planning 
meetings; and 
D. Closure; attending two wrap-up meetings, one 
at the field experience site to say good-bye. 
Questions about the project, the research, the 
procedures, and materials are answered at parent orienta¬ 
tion meetings which are scheduled immediately after high 
school peer facilitators are selected. 
Elementary school children’s parents may obtain 
information from their school principal or directly from 
me, the Project Coordinator. 
I can be reached on campus at the University of 
Massachusetts, Amherst, through the School of Education, 
Furcolo Hall, University of Massachusetts, Amherst, MA 
01003, and locally at North High School, 150 Harrington 
Way, Worcester, MA 01604. 
Finally, in signing this, you are agreeing: 
(1) To be a participant in the study; 
(2) That no medical treatment will be requested 
by you from the University should any physical 
injury result from participating in this 
study; 
(3) That no financial claims will be made on me 
for use of materials generated in this study; 
and 
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(4) That I may use materials generated in the 
study as described above. 
1 > ___ HAVE READ THE 
ABOVE STATEMENTS AND AGREE TO GIVE MY CONSENT TO 
PARTICIPATE IN THE ABOVE DESCRIBED RESEARCH STUDY. 
SIGNATURE OF STUDENT DATE 
SIGNATURE OF PARENT/GUARDIAN DATE 
SIGNATURE OF PROJECT COORDINATOR DATE 
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CONSENT FORM 
This consent form is requested by Shirley F.B. Carter 
doctoral candidate at the University of Massachusetts in 
Amherst. I am a health teacher in the Worcester Public 
Schools and a professional registered nurse with interests 
in quality preventive health services and health education. 
The educational research project I am conducting 
involves paper and pencil self-assessment tests, self¬ 
esteem measures, and accountability logs. The purpose of 
the study is to make available current, relevant health 
information which impacts leading causes of death of young 
Americans; accidents, suicides, and homicides. Research 
indicates young people learn quickly from each other, that 
they trust each other, and have instant empathy (under¬ 
standing of feelings) in problem situations. Exemplary 
high school students model healthy living choices while 
doing group work in health curriculum areas such as fire 
safety, self-esteem, and smoking. This project can be 
expanded and service other community segments such as the 
elderly. 
Peer work (youth helping youth) benefits both the 
giver and the receiver. High school students' facilitator 
training helps adolescents with listening and communication 
skills. Elementary students benefit from special attention 
and information on health and safety which emphasize pre¬ 
vention. There are indications that the self-destructive 
behavior of American youth is related to feelings of 
isolation ("I'm the only one . . ."), depression ("What's 
the use . . . ?"), poor self-image ("I'm not . . . and I 
can't . . ."), and poor decision making ("What's the 
difference?"). Every attempt to reverse this self-destruc¬ 
tive behavior will be worth the effort. Youth helping youth 
is a cost efficient, effective method of teaching/learning 
for both young children and adolescents. 
Risks for children in this project are minimal. Any 
student can withdraw consent at any time. Student partici¬ 
pants can "pass" (choose not to respond) during any meeting 
or activity. Adult supervision is an integral part of the 
program. 
Questions about the project, the research procedures, 
and materials are answered at parent orientation meetings 
which are scheduled immediately after the high school peer 
facilitators are selected. Elementary school children's 
parents may obtain information from their school principal. 
Physical risk is limited to high school peers who 
drive or ride to community sites. Neither the school, the 
student drivers, nor adults volunteers can assume responsi¬ 
bility for risks associated with transportation, therefore 
parents' written permission is requested. BECAUSE THERE IS 
THE POSSIBILITY OF SOME PHYSICAL INJURY AS DESCRIBED ABOVE 
AS A RESULT OF THE PROCEDURES OF THIS EXPERIMENT, THE U.S. 
DEPARTMENT OF HEALTH, EDUCATION AND WELFARE REQUIRES THAT I 
INFORM YOU THAT THE UNIVERSITY OF MASSACHUSETTS WILL NOT 
PROVIDE SPECIAL, FREE MEDICAL TREATMENT AND/OR COMPENSATION 
IF SUCH PHYSICAL INJURY SHOULD OCCUR. 
Mrs. Carter, Project Coordinator, can be reached at 
the University of Massachusetts, Amherst, through the 
School of Education, Furcolo Hall, UMass, Amherst, MA 01003 
and locally at North High School, 150 Harrington Way, 
Worcester, MA 01604. 
Informed Consent 
THIS IS TO CERTIFY THAT I, ___» 
AM WILLING TO PARTICIPATE IN THE ABOVE DESCRIBED RESEARCH. 
MY TESTS, TAPES, ASSESSMENT TOOLS, COMMENTS, AND INTER¬ 
VIEWS MAY BE USED FOR RESEARCH PURPOSES. 
SIGNATURE DATE 
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SELF-APPRAISAL INVENTORY 
INSTRUCTIONS: 
For each of the statements below, check the place on the 
score list which best describes your appraisal of the 
matter. 
(SA = Strongly Agree; A = Agree; NS = Not Sure- 
D = Disagree; SD = Strongly Disagree) 
1. I have the ability to listen to 
others. SA A NS D SD 2. I feel comfortable sharing my feelings 
with others. SA A NS D SD 
3. I have some understanding of why I do 
the things I do. SA A NS D SD 
4. I am tolerant of others. SA A NS D SD 
5. I am curious about what others think 
and feel. SA A NS D SD 
6. It is easy for me to be accepting 
of others' behaviors. SA A NS D SD 
7. I trust most people. SA A NS D SD 
8. I have an ability to influence others. SA A NS D SD 
9. I get along well with my peers. SA A NS D SD 
10. I have a clear idea of my goals in 
life. SA A NS D SD 
11. I know what I value and believe to 
be true. SA A NS D SD 
12. I work well alone and independent 
of others when I need to. SA A NS D SD 
13. I can keep a secret. SA A NS D SD 
14. I am able to assume responsibilities 
and follow things through. SA A NS D SD 
15. I enjoy solving problems. SA A NS D SD 
16. I can accept criticism from others. SA A NS D SD 
17. I care about my appearance. SA A NS D SD 
18. I am curious about what others 
think of me. SA A NS D SD 
19. I am a leader. SA A NS D SD 
20. I am optimistic about my future. SA A NS D SD 
21. I relate well with adults. SA A NS D SD 
22. I am happy with my body. SA A NS D SD 
23. Physical fitness is important to me. SA A NS D SD 
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GUEST/PARENT INVITATION 
Hello, 
I am writing to invite you to a gathering of parents, 
students, and others associated with the Peer Facilitation 
Pilot Project at North High School. We are getting together 
on January 26th at 7:00 p.m. in the School library to dis¬ 
cuss the program, answer any questions you may have, and 
generally fill you in on the rationale and philosophy of 
the program. 
A student you know—son, daughter, or friend—is going to 
be involved in a significant education program that gives 
students an opportunity to grow as human beings and to help 
others. 
Please take 1| hours of your time and be with us. You will 
be glad you did. 
Sincerely, 
Shirley F. Carter, Director 
Peer Facilitation Program 
P.S. Please sign and return. 
Yes, I plan to attend "Guest Night" on Wednesday, 
January 26. 
No, I will not be able to attend. 
OK, Tuesday, the 25th. 
(Guests' Signatures) 
P P S. If your evening work schedule prevents you from 
attending Wednesday, please join us Tuesday, 
the 25th, in the North High School Guidance 
Office at 12:15 p.m. 
APPENDIX F 
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ACCEPTANCE NOTICE 
January 3, 1983 
Congratulations! It is my pleasure to inform you that 
you have been selected to be a peer facilitator in the 
North High pilot project. It is going to be an exciting 
time and a rewarding experience. Hope you had an enjoyable 
holiday season and are prepared to get involved in the 
"youth helping youth" movement. 
Meetings will begin this week at noon time (daily) in the 
Guidance Area. 
Sincerely, 
Shirley F.B. Carter, Director 
Peer Facilitator Program 
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PEER FACILITATION WORKSHOP 
Development of Facilitative Skills 
Agenda 
I. 9 to 9:15 a.m. Registration 
Shirley Carter 
Purpose: Identify participants and complete candid 
photos and introduction cards. Establish 
a buddy/support system. 
Material: Polaroid camera, file cards, tape. 
II. 9:15 to 9:45 a.m. 
1. Welcome and introduction of helpers. Guests, 
parents, and relatives are invited. 
2. Program Overview 
A. Structure and Content 
1) Rules (for groups and for pool) 
2) Topics to be covered during workshop: 
Four stages of program; preparation, 
field work, evaluation and closure. 
Four skills: listening, responding, 
feedback, and decision making. 
B. Film: "I Dare You" (record a feeling word, 
the scene that prompted the feeling, and an 
idea). 
Purpose: Help trainees develop an awareness 
of problems which confront young 
people today, the need for learning 
coping skills to effectively handle 
problems which impact health . . . 
exemplify life-style issues. 
C. Skill activities/using content of film. 
Non-listening ... do fish bowl 
Focus listening . . . duos 
Facilitative responding . . . trios with 
recorder 
Feedback . . . total group 
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III. 9:45 to 10:00 a.m. SNACK BREAK 
10:00 to 11:00 a.m. GROUP DYNAMICS 
Purpose: Total group review of cognitive/facili- 
tative skills necessary in establishing 
a helping relationship. 
Objectives: 
1. Mastery of concepts in Caring and Sharing. 
2. Interacting with one another in structured 
activities related to specific facilitative 
concepts: verbal and non-verbal communication, 
facilitative responses, and facilitative 
feedback. 
3. Trainees will experience through demonstration, 
role play, simulation, and mini-lecture. 
IV. 10:00 to 11:00 a.m. LARGE GROUP CIRCLE (have text¬ 
book with you) 
A. Beginning group . . . comfort and caring 
1. Activity . . . Name Game (name and healthy 
habit) 
Purpose: To recognize each participant as 
belonging to the group and to 
develop group cohesion. 
2. Discuss ground rules which are part of all 
group work. 
a. talk one at a time 
b. listen carefully so you can remember 
what others say 
c. everyone has the right to pass 
d. talk about feelings and thoughts 
e. use "you and I" 
f. what is said in group is confidential 
(see your peer film notes; tips from 
Tom for children’s groups/put-downs) 
handouts pp. 156, 157 . . . fig. 12.4, 
12.5 
B. Discuss "Being a Facilitator" . . . read page 9, 
then paraphrase into one sentence (write in your 
journal). Share. Do . . . Rank order exercise 
on page 11 (young people's problems). Record 
in your journal. 
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Mini-lectures . . . peers read and report on: 
Basic needs, p. 16 
Self-concept, p. 20 
Modeling, p. 25 
Helping characteristics, p. 29 
Non-verbal communication (Shirley), p. 92 
Purpose: Help trainees have common background of 
knowledge, experience reading and 
presenting, cover material in a sup¬ 
portive/cooperative environment. 
Process: Trainees read, write, and recite 
didactic material. Use journals as 
point of reference and quick review 
vehicle. Work in pairs, share with 
group. 
V. 11:00 a.m. to 12:00 Noon LEARNING TO BE FACILITATIVE 
(triads, p. 92) 
Purpose: To give learners practice using facilitative 
responses. 
Material: Facilitative Report Card (p. 92), pen/ 
pencil. 
Process: Number off . . . one, two, three. Sit in 
sub-group of three. Number one speaks for 
3 minutes on "something I would like to 
change about myself." Number two: the 
facilitator . . . responds with high 
facilitative responses, following the lead 
of the talker. Number three: the observer, 
watches, listens, and records (using report 
card) during the three minutes and tells the 
facilitator what seemed to be happening 
(two minute report). 
Then . . . the same talker speaks about 
"something I like about myself" and the 
facilitator and recorder repeat their 
roles. 
Now . . . switch roles in a 2nd and 3rd 
round (with the same talking assignment) 
until all three have been in each role. 
Record "discussion questions" . . . p. 93 
in your journal. 
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Feedback: Praising and confronting, 
Group Process Triads (see 
1. Be specific about the 
(give example). 
p. 116. Total 
model on page 101) 
person's behavior 
2. Tell how the person’s behavior makes 
you feel. 
3. Tell what your feelings make you want 
to do. Quickly do exercise on p. 106 
(label parts), then volunteer to share 
your feedback by reflecting on your 
triad experience. 
12:00 Noon to 1:00 p.m. OUT TO LUNCH 
VI. 1:00 to 3:00 p.m. RESPONSIBLE DECISION MAKING 
A. Warm-up activity: Twenty Questions . . . use 
listening skills, reference, page 54. 
B. Film "The Mountain." Use decision making skills 
(model, pi. 133). Explore the issue, choose the 
next step, act upon choice, evaluate results. 
C. Discussion: "What was the problem?" Brainstorm, 
using film as focus. 
D. Values. What are they? (p. 139) 
Do exercise on p. 144, Setting Priorities. 
Share with group. 
Write in journal: Personal good/bad decisions 
you have made. (See p. 145 for format.) 
3:00 to 3:15 p.m. STRETCH AND ENERGIZER 
Simon Says, Focus on Partner/Recall, Musical 
Chairs, Head, Shoulders, Knees and Toes . . . 
VII. 3:15 to 4:00 p.m. VIEW MATERIALS 
HEALTH NETWORK, K-3 KIT, TIGER TIGER, IALAC STORY 
Set Up Individual Program (p. 196) 
Work alone and then with a partner. 
Refer to handouts, pp. 156, 157, 
158. 
4:00 to 5:00 p.m. 
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5:00 to 6:00 p.m. HELPING OTHERS—RESPONSIBILITY AND 
EVALUATION 
Baseline information, yours and 
theirs. 
Quality control, why we use kits. 
Confidence, p. 154 (did 151). Check 
Yourself. 
Credibility, Program requirement. 
Parental Consent forms, a must 
when testing. 
Accountability, Logs (p. 198), 
Forms. 
6.00 to 6:30 p.m. SUPPER BREAK: Share your Indi¬ 
vidual Program with another person. 
Be open to ideas. 
VIII. 6:30 to 8:00 p.m. PROBLEM MOMENTS 
Do exercise on p. 211. 
Group Circle: WHAT SHOULD BE DONE 
NOW? 
Apply decision making skills. 
Write a problem situation you can 
anticipate or have had (working 
with groups). 
Share with the group for ideas or 
share your solution. 
8:00 to 8:15 p.m. STRETCH 
8:30 to 9:30 p.m. MOVE TO POOL AREA 
9:00 to 10:00 p.m. Rejuvenation. Move back to Fuller 
Room "A" 
10:00 to 10:45 p.m. WRAP-UP/MAGIC CIRCLE 
10:45 to 11:00 p.m. APPRECIATIONS, BEAUTY AND ORDER, 
P.F. PHONE HOME 
APPENDIX H 
TEACHER/HOST PEER FACILITATOR EVALUATION FORM 
161 
TEACHER/HOST PEER FACILITATOR EVALUATION FORM 
TO: Peer Facilitator Hosts 
FROM: Shirley Carter 
I am interested in learning more about your feelings and 
ideas regarding the peer facilitator(s) who worked with 
students in your class. I am interested in knowing their 
level of performance and what might be done to improve our 
efforts. Please complete this form and return it to the 
Guidance Department at North High. I will collect them and 
be happy to talk with anyone who wants to discuss the 
program or the peer facilitator's work in greater detail. 
Thanks for your help and interest. 
Shirley 
CIRCLE ONE: 
(SA 
D 
= Strongly Agree; A = Agree; U = Uncertain 
= Disagree; SD = Strongly Disagree) 
) 
1. I am glad that I chose to have a 
facilitator work in my class. SA A U D SD 
2. I feel as though the facilitators 
have been well trained. SA A U D SD 
3. The students look forward to the 
facilitators being in class. SA A U D SD 
4. I doubt if the facilitators really 
accomplish anything worthwhile. SA A U D SD 
PLEASE COMPLETE THE FOLLOWING STATEMENTS: (use back) 
5. If other teachers would ask me 
facilitators, I would say the 
about the peer 
following: 
6. One suggostion I would like to make is . . . 
7. One concern I have is . . • • 
(Use back for statements) 
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PEER FACILITATOR EFFECTIVENESS INVENTORY (PFEI) 
Read each of the statements below. Indicate the extent of 
your agreement or disagreement with each statement by 
circling the appropriate letters to the right: SA = 
Strongly Agree; A = Agree; U = Uncertain; D = Disagree; 
SD = Strongly Disagree. Please respond to all the 
statements. 
1. The group sessions with the peer 
facilitator were interesting. SA A U D SD 
2. Group members listened to each 
other during sessions. SA A U D SD 
3. Sometimes I was bored during our 
sessions. SA A U D SD 
4. Everyone participated and shared 
their thoughts, ideas and feelings 
in the group. SA A U D SD 
5. Some of the things we talked about 
made me feel uncomfortable. SA A U D SD 
6. I felt that the peer facilitator 
was interested in me. SA A U D SD 
7. Sometimes the peer facilitator 
"put me down." SA A U D SD 
8. The peer facilitator did not 
think my thoughts were important. SA A U D SD 
9. The peer facilitator treated me 
like a friend. SA A U D SD 
10. The peer facilitator was 
enthusiastic about what we 
were doing. SA A U D SD 
11. My experience with the peer 
facilitator helped change my 
attitude about certain things. SA A U D SD 
12. My behavior did not change as a 
result of my experiences in the 
group. 
SA A U D SD 
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13. My attitude toward health has 
changed as a result of my experi¬ 
ences with the peer facilitator. SA A U D SD 
14. School seems more enjoyable as a 
result of the group experience. SA A U D SD 
15. I would like to be a peer facili¬ 
tator someday. SA A U D SD 
16. I would recommend a similar experi¬ 
ence for others. SA A U D SD 
17. I got to know other students better 
as a result of the group experi¬ 
ence . SA A U D SD 
18. My understanding of others 
increased. SA A U D SD 
19. Understanding of myself 
increased because of the group. SA A U D SD 
DO
 
o
 
My behavior changed as a result 
of my experience in the group. SA A U D SD 
What I liked most about my experience with the peer 
facilitator was .... 
What I liked least about my experience with the peer 
facilitator was .... 
I think the peer facilitators can best help students 
by ... . 
Write on the back and add any comments you want to make. 
APPENDIX J 
CONCLUDING THOUGHTS 
165 
166 
CONCLUDING THOUGHTS 
July 26, 1983 
Dear 
In order to properly end the peer facilitator pilot 
project at North High School, I need to meet with you and 
share concluding thoughts. 
We can meet at the University of Massachusetts Medical 
School Library at your convenience. The attached interview 
will be used to collect data. Please feel free to jot down 
your thoughts and ideas before we meet. Also enclosed is a 
sample Effectiveness Inventory which Dartmouth, Gage and 
Belmont elementary children and staff filled out for us. 
(St. Stephen's was unable to complete theirs.) 
Thanks to each of you for your active sharing in the 
pilot project and special good wishes to this year's 
graduates. I hope everyone has been enjoying the excel¬ 
lent summer weather. 
I will be contacting each of you by phone (to arrange 
a meeting time) and look forward to seeing you. 
Sincerely, 
Shirley F.B. Carter 
Project Director 
10 Westdale Street 
Worcester, MA 01604 
(617) 755-8967 
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PEER FACILITATOR INTERVIEW/EVALUATION 
NORTH HIGH PILOT PROJECT 
JULY 1983 
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1. What is your clearest recollection of the North High 
Peer Facilitator Pilot Program? (dearest . . . most 
uncomfortable?) 
2. Share some of your thoughts about: the objectives of 
the program, the Peer Facilitation film, the skills we 
practiced, the handbook we used and the workshop at 
the "Y.M 
3. What were some of the high points of your experience 
at the elementary site? The low points? 
4. Tell me what you believe are the strong areas of the 
pilot. What are some of the weak areas? 
5. What suggestions or ideas can you offer for expanding 
or improving the project? 
6. How would you complete this statement—"Being a peer 
facilitator is . ..." ? 
7. Are there any other comments you would like to share? 
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PEER FACILITATOR INFORMATION SHEET 
TO: Administrators and Counselors 
FROM: Shirley Carter 
We are ready to begin a project in which peer facilitators 
from North High will volunteer to work in the elementary 
feeder schools in the southeast quadrant of Worcester. 
Peer facilitators are students trained in the helping* 
skills of listening, responding, giving feedback, 
decision making, and group leadership. These students 
are being trained to fulfill the following roles- 
(1) Group Discussion Leader—works with 5-10 students 
in a small group. The primary focus is upon 
healthy life-styles to prevent the leading causes 
of death in children: accidents, suicide, and 
homicide. Approaches include enhancing self-image 
(Quest), American Cancer Society Health Network, 
and Values Clarification. 
(2) Big Brother/Sister—gives individual attention for 
those elementary students who need a more focused 
and involved relationship. 
Peer facilitators generally come to elementary schools on 
Mondays, Wednesdays, and Fridays after 11:00 a.m. for 
several consecutive weeks. 
If you would like to have a peer facilitator work with your 
4th, 5th or 6th grade students, please fill in the request 
form below. 
Principal's Name _ 
School  
Grade Level _ 
Role(s) Requested _ _ 
Special considerations to think about when assigning 
a peer to this school: _  
The following students are currently involved in the peer 
program at North: 

